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Gg mx the year 1635, eleventh in the reign of His Gracious 
4] Majesty King Charles the First, there lived in the county 
if i of Shropshire, England, one Thomas Parr, who was re- 
) puted, on what was deemed indisputable authority, to be 


mesesesesesese) 152 years old.’ Old Parr, as he was affectionately known, 
was living quietly on his native heath, and might well have survived an- 
other half-century or so, had not his fame one day reached the ears of 
the great Lord Thomas Howard, Earl of Arundel and Constable of 
England, who, yielding to a sudden whim, ordered the old man up to 
London, Old Parr dutifully came, on a litter provided by Lord Howard. 
He was presented to the King, he was appropriately wined and dined, 
and thereupon he promptly died. At this juncture, King Charles—always 
more concerned with the oddities than with the necessities of his king- 
dom—expressed his interest by commanding his personal physician, one 
William Harvey, to perform an autopsy on the mortal remains of Old 
Parr.* Dr. Harvey was also at the time Professor of Anatomy in the 


* Presented at the 28th Graduate Fortnight on Problems of Aging, of The New York Academy of 
Medicine, October 17, 195 


From the Department of Medicine, Columbia University College of Physicians and Surgeons; and 
Chest Service, Bellevue Hospital, New York, » 2 
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London College of Physicians. As a practitioner Dr. Harvey was 
thought by his contemporaries to be somewhat crack-brained, by reason 
of an odd book he had recently published on the circulation of the 
blood; but even his friends agreed that he was a good anatomist. At all 
events he did the autopsy, and pronounced all the organs of the late 
Thomas Parr to be quite normal, as healthy and sound as on the day he 

was born. It was noted that there was not even calcification of the costal 

cartilages. No anatomical cause of death was found, and Old Parr was 
declared to have died of a surfeit. He was buried in Westminster Abbey, 
where his tombstone can still be found.! 

In the three hundred and twenty years since this event, there have 
probably been few instances when an individual so advanced in years has 
had the privilege of being autopsied by so distinguished a pathologist. 
There has been, of course, a vast amount during this interval both said 
and written on the subject of old age. Curiously enough, in all this, the 
aging of the lungs, which is the subject I am approaching this evening— 
if by a somewhat devious path—has received remarkably little attention. 
I am speaking now, in this first part of my paper, of aging in the absence 
of recognized disease. 

In Cowdry’s book on Problems of Ageing* for example, there are 
excellent chapters on the heart, the kidneys, the brain, the skeletal struc- 
tures, and so forth; but no chapter on the organs of respiration, In the 
current medical indexes you will find endless papers on the aging of 
the aorta, or the heart, or the coronary vessels, but not often a paper on 
the aging of the lungs. 

In fact, from the anatomical standpoint we do not know so very 
much more than William Harvey did in 1635. 

Certain general facts are common knowledge. The lungs of an old 
person on the autopsy table are smaller, flabbier, and weigh less than 
those of a young person, This does not mean, obviously, that they are 
necessarily smaller in volume during life, since they will fill the chest 
cavity whether this is large or small; their collapsed state does indicate 
that there is no obstructive emphysema, or air passage obstruction of 
serious degree, a fact of some importance. 

Histologically, the aged “normal” lung will vary in its finer structure 
from one part to another; but in general it will appear well vascularized, 
with plenty of good-looking, normal alveoli. The alveoli in the aged 
lung are somewhat larger than in the young, but they are not greatly 


Bull. N. Y. Acad. Med. 


THE 


AGING LUNG 


Taste I—LUNG VOLUMES. CHANGES WITH AGE 


Age Vital Capacity Residual Air Total Capacity R.A./T.C. 


mean liters liters liters % 
24 5.25 1.66 6.81 24 
4h 4.28 1.48 5.77 26 
OL 4.05 1.72 5.77 30 
75 3.20 1.92 5.12 37 


91 3.40 


(Data from article by Robinson, S., ref. 6.) 


distorted, their walls are thin, and their vascularization good. Elastic 
tissue is definitely reduced. 

The pulmonary arterial vessels, as is well demonstrated in a recent 
study by Welch and Kinney,‘ show a progressive increase from the 
fifth to the seventh decade, in intimal, hyaline, or medial change, in 
blood vessels from soon down to 1op in diameter, but there were several 
instances in the seventh-decade subjects in this series in which all such 
change was minimal. 

Almost as important as the lungs themselves is the condition of the 
chest wall: the spine, ribs, and muscular elements. The expansion of the 
chest will obviously be limited by calcific and arthritic changes in costal 
cartilages, and in the joints of ribs and vertebrae, and this will curtail 
physical capacity. Dr. William Harvey’s observation on Old Parr, 
already referred to, indicates that normal aged persons may also be 
spared at times from this type of disability. 

Alterations in pulmonary function with advancing age have received 
a fair amount of study, and we have perhaps a more orderly under- 
standing of these changes than of those of structure. 

Jonathan Hutchinson® in 1846 noted a decrease in vital capacity with 
age, and this has since been abundantly confirmed. In recent years the 
classic physiological study is Sid Robinson’s monograph on Physical 
Fitness in Relation to Age,® in which he measured respiratory and 
circulatory performance in 93 subjects from 6 to 91 years of age, at 
rest, in moderate, and in exhausting exercise (with the exception that 
his 76- to gt-year-old heroes were allowed to skip the exhausting 
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Taste II—VENTILATION, OXYGEN CONSUMPTION, WORK EFFICIENCY 
WALKING AT 3.5 MILES PER HOUR 


Mechanical 
Age Ventilation Alveolar pCO, O, Consumption E fficiency 
mean lit./min. mm. Hq. ce./Kg./min. 


42.8 
38.8 
40.3 
40.7 


(Data from article by Robinson, S., ref. 6.) 


exercise). Out of the wealth of interesting material in this study, a few 
data can be assembled to give an outline of pulmonary function, Table I 
shows the changes in lung volumes with age. In addition to the moderate 
decrease in vital capacity, there is a small—a rather remarkably small— 
increase in residual air, Thus structural emphysema as an overall phe- 
nomenon is not great. There is obviously a moderate decrease in total 


lung capacity and a progressive rise in R.A./T.C, ratio. It will be noted 
that the 91-year-older had the very respectable vital capacity of 3400 cc. 

Maximum breathing capacity is reduced in linear fashion with age, 
as later shown by Baldwin, Cournand and Richards.’ Pulmonary elastic 
recoil is reduced, and intrapulmonary mixing is somewhat less adequate, 
according to various recent studies. 


Table II gives figures from Robinson’s data for moderate exercise, 
which consisted in 15 minutes’ walking on a treadmill up-tilted 8.6 
per cent, at a rate of 3.5 miles per hour—a good fast rate. Those over 
73 years of age walked for only 5 minutes, It will be seen that all ages 
ventilated about the same volumes of air, maintained even alveolar CO 
tensions—and thus adequate ventilation for the work done—and used 
comparable amounts of oxygen. The somewhat lower figure for the 
oldest group may have been due to their shorter work period, with a 
steady state therefore not achieved. 

In Table III, for maximal or exhausting exercise, the age groups 
finally draw apart. As can be seen, the maximal oxygen consumed and 
thus the maximal work done is much greater for the younger men, 
and falls to less than half with the men over 70. Here again, however, 
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Taste III—VENTILATION AND HIGHEST OXYGEN CONSUMPTION 
ATTAINED IN MAXIMUM WORK (TO EXHAUSTION ON TREADMILL) 


Mar. Breath O, Con- 


Age Capacit y* Ventilation** Alv, pCO,** sumption** 
mean lit./min. lit./min. q. ec./min, 
24 (170) 118 41.5 3,500 
Ht (145) 98 40.6 2,900 
64 (130) 81 39.2 2,300 
75 18 40.7 1,700 


* (Data from article by Baldwin, E. de F., Cournand, A. oul Richards, D. W., sel. 7.) 
**(Data from article by Robinson, S., ref. 6.) 


ventilation is in all instances adequate for the task, since alveolar CO2 
tension is maintained at a constant normal level. Arterial oxygen satura- 
tion drops slightly with advancing age, but not seriously, from a mean 
of 95 per cent at age 20 to 93 per cent at age 70. It has been shown by 
Riley and associates* that maximum diffusing capacity of the lungs 
declines with age. A few figures for maximum breathing capacity, taken 
from Baldwin’s paper, are interpolated in the table to indicate that there 
is a sufficient breathing reserve at this level of exercise. 

With ventilation adequate, the lower oxygen consumption is un- 
doubtedly due chiefly to a progressive loss in cardiac and circulatory 
capacity, 

In general, then, it is clear that while maximal effort is the province 
of the young, steady exertion at a fairly substantial level is feasible in 
normal elderly persons well into the seventies. 

A few special examples given by Robinson® are perhaps of interest 
(Table IV). The highest work effort recorded by his group was that 
of Don Lash, the two-mile runner, who at 23 years of age maintained 
the astonishing oxygen consumption of 5.35 liters per minute, or 81 cc. 
per kg. body weight per minute, 70 per cent higher than the mean of 
47.8 cc. in their untrained normal young men, De Mar, the marathon 
runner, at 49 years of age, utilized oxygen at 59 cc. per kg. body weight 
per minute; and Malcolm, a noted long distance mountain climber, 
achieved at 53 years 50 cc. per kg. body weight per minute. 

All this is not too surprising, corresponding as it does to much com- 
mon experience,—the success of people with advancing age with steady 
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Taste IV—HIGH FIGURES FOR MAXIMAL OXYGEN CONSUMPTION 
PER MINUTE 


Oxygen Consumption 


per minute per Kg. body 
Age ce. weight per min. 

Subject Specialty ce. 

Lash 2-mile 23 5,350 81 
runner 

de Mar Marathon 49 ws 59 
runner 

Malcolm Mountain 53 nm 50 
climber 


exertion if they avoid extremes of effort. Swiss Alpine guides, as I 
am told, leave the difficult climbs after 40 to 45 years of age, but 
continue taking parties along the ridges for another decade, Our milder 
New England mountains are fairly dotted, on a summer day, with 
65-, 70-, or even rarely an 80-year-older, plodding along the trails 
and reaching their 4000- or 5000- or 6000-foot altitude by the day’s 
end, without mishap. 

Let me emphasize once more that it is the cardiac and circulatory 
apparatus that usually limits activity in normal old people, and not the 
pulmonary. Normal lungs in their ventilatory capacity, breathing 
surface, and vascular capacity appear to have so large a margin of 
safety that they rarely become a limiting factor in physical effort. I 
am speaking, of course, of physical effort at or near sea level. High 
altitude is quite another matter, but this would carry us too far afield 
for this evening’s discussion. 

I should like now to leave the subject of aging in normal individuals, 
and consider certain degenerative processes in the lungs, chronic dis- 
eases which have some similarity with aging and have in fact sometimes 
been identified with senile change. 

There is a group of chronic pulmonary conditions known variously 
as “senile emphysema” or “postural emphysema” or “non-obstructive 
emphysema.” If the individual does not happen to be old, the even more 
unfortunate term “pre-senile emphysema” is sometimes applied. Accord- 
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ing to some textbook descriptions, true “senile emphysema” is supposed 
to be a small lung; in actual fact, however, this entire group of diffuse, 
non-obstructive emphysemas has usually a large, hyperinflated lung, 
and the current physiological thought in regard to them is that the 
lung, distended by some external condition such as a skeletal abnormal- 
ity, becomes eventually fixed in the emphysematous state through de- 
generative change in lung structure. 

Interesting evidence on the pathogenesis of this type of emphysema 
is provided by the studies of Cournand, Himmelstein, Riley and Lester,’ 
who have followed, for periods as long as ten years, the physiological 
effects of complete unilateral pneumonectomy, After pneumonectomy 
the remaining lung, of course, regularly enlarges, in all its volumes, fill- 
ing additional space. Vital capacity is greater than that of the single 
lung previously, and residual volume is increased proportionately. In 
most subjects, unless there is a pre-existing obstructive emphysema, 
there is increased function as well, and the single lung, in its ventilation 
and gas exchange, and perfusion by the circulating blood, is adequate 
for very considerable physical stress. In most instances this favorable 
state of affairs continues. In a minority, however, especially those over 
50 years of age, after a period of normal function, the distended lung 
loses elasticity, residual air increases, and symptomatically there is in- 
creasing shortness of breath, though with no evidence of bronchial 
obstruction. Patient V.W., in Dr. Cournand’s series, 62 years old, 
whose left lung was removed in 1940 for bronchogenic carcinoma, is 
an example. Through 1941 and 1942 he retained a vital capacity of 
2200 cc.,—very creditable for a single lung,—a residual volume of 950 
cc., a R.A./T.C. ratio at a normal 30 per cent level, maximum breathing 
capacity a good 75 liters per minute. In 1944, however, he was more 
dyspneic, his residual volume was found to have increased sharply to 
1600 cc., giving an R.A./T.C, ratio up to 44 per cent. Vital capacity 
and maximum breathing capacity changed but little. There was no 
evidence of obstructed breathing, and no arterial anoxia. He had thus 
developed a moderate but definite pulmonary emphysema. The patient 
subsequently contracted a resistant subacute pneumonia from which he 
died two years later, Autopsy showed a moderate emphysema, With 
the complicating infection further anatomic analysis was not possible. 

The points here established, as have been brought out by Cournand 
and his associates, are the following: first, that a distended lung can 
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function normally, even in older persons; and second, that the fixation, 
the organic emphysematous change, when it does occur, is often not 
on an obstructive basis, but due to some other degenerative process. 
Whether this in turn is secondary to some inherent nutritional or 
vascular abnormality or to an underlying infection, or to some other 
factor, has not been determined. 

Finally, | should like to consider one more example of what we 
believe to be essentially a chronic degenerative non-obstructive lung 
disease, a form of bullous emphysema, a form also of what is sometimes 
known as “vanishing lung,” a disease which appears to have a particular 
and characteristic clinical course, and characteristic physiological find- 
ings. This is a more serious condition than the relatively benign “senile 
emphysema” just described. It will require a somewhat careful descrip- 
tion to isolate and identify this particular disease state, but I shall 
attempt it. 

Several years ago, with Dr. Eleanor Baldwin,’® Dr. Cournand and I 
studied 16 cases of air cysts of the lung trying to separate into general 
categories this large and rather confused group of conditions. Recently 
Dr. Cournand and his colleagues have collected 20 additional cases, and 
I am privileged to draw from this work in attempting a further analysis. 

The disease that I wish to describe is not uncommon; it occurs in 
relatively young individuals, starting sometimes in the thirties or even 
younger, as well as in older persons, It may involve only parts of the 
lungs, or be quite diffuse. It appears to consist in a primary melting 
away, as it were, of alveoli, and supporting tissues of the lung, with 
emphysema and bulla formation, without either obstructive manifesta- 
tions or initial infection, though the part the latter plays is difficult to 
assess. Exertional dyspnea and fatigue are the early symptoms, when 
the lungs are diffusely involved, but not asthma. 

One must therefore clearly distinguish this condition from bullous 
emphysema that develops from longstanding asthma and bronchiolar 
obstruction, this latter obviously being only a form of diffuse obstruc- 
tive emphysema, Two of the 20 cases recently studied at Bellevue had 
such a history, and one showed marked response to bronchodilator 
drugs. These were therefore considered to be in the obstructive group, 
and not in this degenerative or atrophic group. 

This disease pursues characteristically a protracted course, often 
many years. Intercurrent pulmonary infections are common. During 
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Figure 1. Two examples of bullous emphysema, or “vanishing lung”. (See text.) 


these, asthmatic manifestations may develop and may be quite confusing. 
It is our thought that the case described by Amberson and Spain," 
with a type of chronic inflammatory bronchiolar obstruction, may have 
been in this stage. 

The interesting condition recently described by Rappaport,’* of 
“vanishing lung” secondary to treated tuberculosis, is quite different. 
As a matter of fact, pulmonary fibrosis, in the disease we are now con- 
sidering, is notably absent, especially in the early developing stages. 

Later in the course of the disease process comes the tendency to 
develop single bullae under tension, the so-called tension cyst of the 
lung. In instances where only limited segments of lung are affected by 
the disease, the tension cyst may be an early clinical manifestation. It 
may seem paradoxical that an essentially non-obstructive disease should 
develop solitary obstructive lesions. | think that here one must dis- 
tinguish between primary and secondary obstructive processes. If a 
lung loses all elasticity, then inspiratory and expiratory pressures are 
transmitted directly to the walls of the air passages, and if these are 
also weakened by the same atrophic process, the mechanical conditions 
needed for inspiratory air trapping, with an expiratory check valve, 
are present. 
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“Tt is worth noting that in diffusely involved lungs in this disease 
tension cysts exist side by side with non-obstructed multiple bullae. 
Figure 1 shows an x-ray of each of two typical cases of this disease 
in its diffuse form. This of course is a fairly familiar x-ray picture. The 
first shows in both lungs large bullae causing some compression (also a 
partial pneumothorax on the right). The second shows a bulla with 
secondary infection and filled with fluid. Note also, however, the 
diffuse filmy state of the left lung in this second case, non-obstructed, 
yet not collapsing,—the so-called souffle or cotton candy lung. 

Physiologically, these lungs are large, with greatly increased residual 
air (unless reduced by a non-communicating air cyst), diminished vital 
capacity and greatly diminished maximum breathing capacity, rather 
poor lung mixing, some arterial anoxia, but CO: retention only late in 
the course, and pulmonary hypertension with cor pulmonale also de- 
veloping only very late, if at all. Non-obstructive extreme ventilatory 
insufficiency is the major finding. 

By the time they reach the autopsy table these cases are usually 
most complicated, what with multiple air cysts, compressed lung, and 
associated infection. It would seem that clinical and physiological study 
during its course can define the disease somewhat better than the patho- 
logical findings at its end. 

If it can be accepted that this disease is a primary atrophy of the 
supporting tissues of the lung, the question of causation naturally 
arises, whether it is due to some deficiency in vascular supply from the 
bronchial arteries or to a primary metabolic defect, or something else. 
All this is for the future. 

Summarizing, I have attempted to show first that the aging normal 
lung is remarkably adequate and efficient; and second, that there are 
pulmonary processes, not aging or senile but nonetheless truly atrophic 
and degenerative, that are of importance in the pathogenesis of certain 
chronic disease states. 
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for assignment in 1956. This Fund was made possible by the terms of 
the will of the late Dr. Louis Livingston Seaman, and is administered 
by a Committee of the Academy under the following conditions 
and regulations: 
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tures may be made for: 


a. Securing of technical help. 
b. Aid in publishing original work, 
c. Purchase of necessary books or apparatus. 
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to Dr. Wilson G. Smillie, Chairman of the Louis Livingston Seaman 
Fund, ros East 22 Street, New York 10, New York. 
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EVALUATION AND PREPARATION OF 
THE PATIENT WITH DEGENERATIVE 
CARDIOVASCULAR DISEASE FOR 
MAJOR SURGERY* 


Joun S. LaDue 


Assistant Professor of Clinical Medicine, Cornell University Medical College, New York, N. Y. 


SPERATIVE risk may be defined as the percental chance of 

a patient’s survival, In a broader sense it should also 

O take into consideration the incidence of complications, 

the length of convalescence, and the loss of function as 

Gesesesesesesd a result of surgery.’ Little objective information is avail- 

able concerning the strain imposed by surgery itself, although the an- 

esthetic, the type of operation, and the surgical technique do affect 
the outcome. 

In the poor risk patient associated disease states and in particular 
the circulatory status are more important in determining the operative 
and postoperative course than is the chronological age. Table I shows 
that there were 774 preoperative cardiovascular complications in 690 
patients 70 years and older subjected to major surgery. Almost all 
patients 70 or older have one or more cardiovascular diagnoses on 
admission to the hospital, gs per cent of which are the result of degen- 
erative disease.* Recent physiological studies of the circulation in the 
aged have shown a decreasing cardiac output, an increase in heart size, 
prolongation of the time of systole, increase in the brachial systolic 
pressure, elevation of total vascular resistance, and a decrease in tissue 
and cellular perfusion. These factors result in a decrease in the efficiency 
of the heart muscle and cardiac reserve as well as in inefficient cellular 
perfusion.* 

Our purpose is to outline methods of study and preparation of the 
poor risk patient with degenerative cardiovascular disease for major 
surgery and to indicate, insofar as possible, measures now available to 
extend the operability. This implies knowledge that will anticipate and 


* Presented before the 28th Graduate Fortnight on Problems of Aging, at The New York Academy 
of Medicine, October 27, 1955. 


From the Medical Service of Memorial Center for Cancer and Allied Diseases, New York City. 
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Taste I—PREOPERATIVE CARDIOVASCULAR COMPLICATIONS 


No. with CV 


Author No. Pts. Complications Age Pts. 
Johnson et al. 352 407 > 70 
338 367 >70 


Table I—Shows the incidence of preoperative cardiovascular complications found 
in 690 patients 70 years of age or older. 


therefore reduce or minimize operative and postoperative complica- 
tions. To improve the operability of patients with cardiovascular disease 
it is essential not only to understand the efficiency of cardiovascular 
function but also to delineate any associated disease states before the 
operative attack on the primary disease is planned. 

The cardiovascular system is particularly susceptible to aging. Sixty- 
eight per cent of patients of 70 years or older were found to have aortic 
atheromata, 36 per cent coronary sclerosis, 44 per cent myocardial 
fibrosis, 20 per cent brown atrophy of the myocardium, and 12 per cent 
healed myocardial infarction.* Too often the electrocardiogram or other 
studies of cardiac function may reveal little evidence of the underlying 
degenerative cardiovascular disease. The “worn out” or “run down” 
myocardium is a clinical reality, and may exist independent of any 
clinically demonstrable lesion.* Heart failure may appear quite suddenly 
and unexpectedly under stress, 


Aspects OF AGING 


The effects of age upon the various organ systems are deceptive. 
The associated disorders, although neither unique nor consistently 
present, differ considerably in degree and variety from those en- 
countered in younger age groups, In the aged, disease and dysfunction 
of most organs and tissues are encountered in varying degree affecting 
the functional reserve in a way that is most difficult to assess. In some 
instances this depletion may be serious and the reserve borderline or 
marginal. 

Decreased function in one organ may demand compensatory adjust- 
ment by other organ systems, precipitating failure in chain fashion of, 
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for example, the cardiac, pulmonary and renal systems. This interde- 
pendence of function can be seriously compromised by placing moderate 
stress on the most vulnerable link in the physiologic mechanism precipi- 
tating failure of less damaged organs. Thus, stress or increased demand 
anywhere along the line may eventuate in general collapse. 

Under ordinary conditions the aged adjust slowly to handicaps by 
decreasing activity in proportion to available reserve, The great danger 
inherent in this outwardly normal but deceptive adjustment becomes 
apparent only when exhaustion of reserve is reached or when a sudden 
load is placed upon an organ system with marginal reserve capacity. 
Under such circumstances a relatively minor stress might precipitate a 
chain reaction leading to depletion of reserve function of single or 
multiple organs. 


Metruop or EVALUATION OF THE OPERATIVE RIsK 


Although a comprehensive, and meticulous and_ skillful physical 
examination will frequently reveal the presence or probability of com- 
plicating cardiovascular or other disease, unless baseline laboratory 
studies are also done preoperatively, the patients may be exposed, not 
only to excessive but to correctible operative risks, Exact information 
must be available not only with regard to the extent of the cancer or 
primary disease, but also as to the soundness of the circulation and the 
adequacy of renal, respiratory, hepatic and endocrine function, and 
state of nutrition. Evaluation of these factors depends as much upon 
laboratory studies as upon clinical acumen, Conversely, the physician 
who fails to listen to his patient and examine him meticulously may not 
appreciate the presence of subtle but serious cardiovascular or other 
disease. Endocrine and central nervous system disorders are particularly 
difficult to delineate in elderly patients. 

Base line laboratory studies for any elderly patient who is to un- 
dergo major surgery should include a hemogram; urinalysis; estimations 
of the levels of blood sugar, urea, bilirubin, protein, cholesterol, 
chlorides, sodium, potassium, blood volume and prothrombin time; a 
chest roentgenogram, and electrocardiogram. These data, together with 
information supplied by history and physical examination will suggest 
any further studies or function tests needed to evaluate the severity of 
any diseases thus uncovered. 

Cardiovascular complications are the most frequent postoperative 
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hazard encountered in major surgery at Memorial Center, Patients with 
heart disease are more susceptible to postoperative, renal, respiratory 
and vascular complications as a result of congestion of the greater and 
lesser venous circulations, which lead to heart failure, renal and hepatic 
dysfunction and peripheral thrombosis. Pulmonary congestion decreases 
the elasticity of the lungs and hampers the removal of bronchial or 
bronchiolar secretions leading to atelectasis or pneumonitis. Patients 
with heart disease are less tolerant of complications once they develop 
and atelectasis or pneumonitis may lead to anoxia and precipitate irre- 
versible congestive heart failure. 

In taking a history it is important to have exact information as to 
the degree of dyspnea and orthopnea, the occurrence of palpitations, 
the presence of angina, whether or not edema is present even inter- 
mittently, and if the patient has ever had congestive failure, hyper- 
tension or rheumatic fever or is taking any cardiotonic drugs. In the 
physical examination it is important to note the presence of cyanosis, 
venous distention, rales, murmurs or edema and to observe the cardiac 
size, rate and rhythm, the intensity of various heart sounds, the blood 
pressure, liver size and the state of the peripheral vessels, Chest roent- 
genograms and/or fluoroscopy supply additional and accurate informa- 
tion about the shape and size of the heart, often indicating specific 
chamber enlargement, and the electrocardiogram gives information 
concerning the rate, rhythm and abnormalities of the myocardium it- 
self. If there is doubt concerning the adequacy of cardiac or pulmonary 
function, the physician should walk up one or two flights of stairs with 
the patient noting the changes in the depth and rate of respiration, the 
cardiac rate, the development of basilar rales or paroxysms of cough- 
ing. Frequently the history, physical examination and laboratory work 
are equivocal, and such an objective exercise test will suggest serious 
cardiac or pulmonary dysfunction. Other methods of evaluating cardiac 
function cannot be discussed here but include measurements of venous 
pressure and circulation time, electrocardiographic exercise test, bal- 
listocardiogram, and cardiac catheterization. 

Contraindications to major surgery in patients with heart disease 
include acute myocardial infarction within the preceding three months, 
congestive heart failure, uncontrolled arrhythmias, and active myo- 
carditis, pericarditis or bacterial endocarditis. Patients with status 
angiosus, marked cardiac enlargement, heart block with Stokes-Adams 
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syndrome, chronic cor pulmonale, or paroxysmal nocturnal dyspnea are 
extremely hazardous risks. During the operative and postoperative period 
such patients are prone to develop arrhythmias or shock associated with 
cardiac dilatation and pulmonary edema, fresh myocardial infarction, 
embolization and phlebitis. 

Of less serious import is the presence of bundle branch block, healed 
myocardial infarction, heart block without Stokes-Adams attacks, con- 
trolled auricular fibrillation, aortic valvular disease and aortic aneurysm. 
In evaluating the operative risk associated with heart disease it is there- 
fore essential to define the extent and type of heart disease and insofar 
as possible, the functional status. 

Preoperatively, cardiac patients should be given adequate rest and 
placed upon moderate to severe salt restriction, Adequate digitalization 
is mandatory in any patient with congestive heart failure, auricular 
fibrillation, auricular flutter or moderate to marked cardiac enlargement. 
Indeed, any patient whose heart disease results in moderate to mild 
limitation of activity should be digitalized preoperatively. Not infre- 
quently control of arrhythmia will improve the patient so much that 
he will tolerate major surgery with little distress. Occasionally an at- 
tempt to revert auricular fibrillation to normal sinus rhythm will result 
in a significant increase in the cardiac reserve. A past history of any of 
the previously mentioned cardiovascular abnormalities is often an 
adequate indication for digitalization. Edema or pulmonary conges- 
tion unrelieved by rest and digitalization should be managed by 
the use of diuretics including mercurials, ammonium chloride, potassium 
chloride and/or Diamox. Many factors easily corrected or improved pre- 
operatively may contribute to or precipitate congestive heart failure if 
uncorrected; these include anemia, hypoproteinemia, infection, endoc- 
rine disorders, polycythemia and the use of various medications such as 
ACTH, cortisone and sympathomimetic amines. Blood volume deficien- 
cies in the elderly may be present although the hemoglobin, red blood 
count and hematocrit are all within normal limits. Such deficiencies are 
more probable in chronic wasting disease such as cancer, and should be 
corrected in the elderly patient with heart disease. Indeed, cardiacs are 
more susceptible to blood volume deficiency. Beling® found the mortality 
in 190 patients who did not have precisely corrected preoperative blood 
volume deficiencies to be 17.4 per cent; in 100 who had exact replace- 
ment, the operative mortality was 8 per cent. When heart failure is 
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complicated by anemia or blood volume deficiency, it is advisable to 
give packed red cells rather than whole blood. 

Electrolyte imbalance should also be treated essentially as if the 
patient did not have heart disease, Potassium deficiency has been shown 
to make patients more susceptible to digitalis toxicity, and this should 
be borne in mind in any cardiac patient during the preoperative, operative 
and postoperative phases, 


OPERATIVE AND PosTOPERATIVE CONSIDERATIONS 


During the operative period a high concentration of oxygen should 
be given at all times and the airway must be kept patent. Ether is still 
probably the anesthetic of choice in cardiac patients. Any complication 
must be promptly treated and great care should be employed to re- 
place fluid and blood losses exactly, in order to avoid rises in blood 
volume that might precipitate pulmonary edema. 

Use of Antibiotics: The postoperative administration of antibiotics 
to all patients undergoing major surgery is now routine. Any patient 
who has preoperative evidence of infection, or whose surgical procedure 
is likely to be followed by infection should probably be given pre- 
operative antibiotics, Whenever possible, cultures should be made and 
sensitivity tests done on any organisms found so that the proper choice 
of antibiotic for a given infection may be made. 

Probably the most important single measure in the postoperative 
care of cardiac as well as other patients undergoing major surgery is 
frequent, thorough physical examination of the patient, at least once 
and preferably two or three times daily in the immediate postoperative 
period, An overweaning curiosity to explain any alteration in sympto- 
matology, temperature, pulse rate, blood pressure, respiratory rate, 
color, urinary output or fluid balance will usually lead to prompt 
recognition of complications that might otherwise result in the death 
of the patient. The intelligent and undelayed administration of digitalis 
and/or diuretics and correction of fluid and electrolyte imbalance will 
often forestall pulmonary edema and other cardiovascular complications, 
Pulmonary complications can best be prevented by frequent tracheal 
aspiration and tracheostomy when necessary in addition to the routine 
use of indicated antibiotics. During the early postoperative phase all 
patients with heart disease benefit from the administration of nasal 
oxygen with the possible exception of those with chronic cor pulmonale. 
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Parenteral fluids should be given in amounts of not more than 1000 
to 1500 cc. above the measurable output, and electrolytes should be 
supplied as needed. It must be remembered that patients with congestive 
heart failure who have been given mercurials over a long period of 
time may have electrolyte imbalance on the basis of dilution. Attempts 
in such a situation to correct low levels by administration of sodium 
chloride will only lead to further edema formation, The use of Diamox, 
calcium chloride or ammonium chloride followed by mercurials usually 
results in massive diuresis and return of electrolytes to normal without 
giving any sodium, It is not uncommon to encounter pulmonary edema 
in patients given injudicious amounts of blood, parenteral fluids and 
electrolytes. Patients receiving digitalis postoperatively should also be 
given 40 to 60 meq. of potassium daily unless oliguria or renal dysfunc- 
tion is present. 

Additional measures for management of poor risk patients vary with 
the type of heart disease. Congestive heart failure is treated in the con- 
ventional manner described, but surgery is not done until 10 to 14 
days after all evidence of congestive failure has disappeared. If, after 
a four weeks’ course of treatment the failure is unimproved, major 
surgery for cancer is usually contraindicated since the patient will 
probably succumb to his heart disease before his cancer can cause his 
death. Should all evidence of failure except a few basilar rales clear, 
the operation may be attempted with an increased but acceptable risk. 
The patient with marked cardiac enlargement should probably receive 
one to two weeks of rest and diuretics should be given until baseline 
weight is achieved and all evidence of heart failure has disappeared. 
Patients with hypertension associated with paroxysmal nocturnal 
dyspnea also need 14 to 21 days of bed rest, digitalis, a trial of diuretics 
to achieve dry weight and vigorous salt restriction. The additional use 
of sedatives, one of the Rauwolfia derivatives, and/or pentopyrrolid- 
inium may result in marked improvement consequent to significant 
lowering of blood pressure. 

Angina pectoris is considered to be a precursor of myocardial 
infarction and patients with severe angina are poor risks. Besides the 
regimen of preoperative management of cardiacs just described (digi- 
talis is given only for indications previously described), nitroglycerine 
and oxygen may effect some improvement. Patients with aortic valvu- 
lar disease of rheumatic or syphilitic origin fall into a similar category. 


Bull. N. Y. Acad. Med. 


EVALUATION FOR MAJOR SURGERY IN AGED 425 


They are particularly susceptible to lowering of the blood pressure 
which may result in sudden and fatal decrease in the aortic mean 
pressure and consequently in the coronary blood flow. Great care 
must be exercised to prevent blood pressure fall in the intraoperative 
and immediate postoperative phases. 

Although heart block is not associated with significant increase in 
mortality, Adams-Stokes syncope due to cardiac arrest or ventricular 
tachycardia is a hazardous sign. Such patients should be digitalized 
preoperatively whether or not they are in failure and should receive 
0.5 to 1.0 mg. of atropine sulfate every eight hours and ephedrine sul- 
fate, 50 to 100 mg. every four to six hours. Isopropylnorepinephrine 
(15 mg.) sublingually is proving to be the most efficient agent available 
for increasing the rhythmicity of the heart. Cardiac arrest should be 
anticipated as an operative complication, 


Uncontrolled arrhythmias increase the operative risk, since during 
surgery the pulse rate may rise precipitously with resulting congestive 
heart failure or myocardial infarction. The patient with auricular 
fibrillation should be given enough digitalis to keep his apical pulse 
rate between 65 and 75 per minute. Slow fibrillators should be cau- 
tiously digitalized preoperatively. If auricular flutter is present, an 
attempt to convert it into normal sinus rhythm or auricular fibrillation 
should be made preoperatively, If this is unsuccessful, enough digitalis 
should be given to keep the rate at 70 to 80 per minute, Auricular and 
nodal tachycardias should be converted to normal sinus rhythm pre- 
operatively in the usual manner. Premature contractions, either auricular 
or ventricular, may indicate incipient heart failure and warn that more 
serious arrhythmias may develop operatively or postoperatively. 
Occasional extrasystoles may clear after giving 32 mg. of phenobarbital 
four times daily, or if there is any hint of lowered cardiac reserve pre- 
operatively, digitalis may effect the disappearance of such extrasystoles. 
Quinidine sulfate in doses of 0.2 to 0.4 gm. every three to four hours 
will usually control frequent extrasystoles and, providing curare is not 
used during anesthesia, should be given immediately preoperatively. 
If premature ventricular contractions appear intraoperatively they fre- 
quently herald the development of more serious arrhythmias, It is our 
custom to administer pronestyl intravenously in doses of 200 mg. per 
minute until they disappear or until 1 mg. of the drug is injected. 

Patients with acute myocardial infarction are treated in the accepted 
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fashion, but surgery must be delayed for three months after stabilization 
of the infarct. Those with active myocarditis or pericarditis should not 
be subjected to surgery until all evidence of active infection has sub- 
sided, The patient with subacute bacterial endocarditis should be 
afebrile without antibiotics for two to four weeks prior to major 
surgery. 

Chronic cor pulmonale develops as a result of long standing pul- 
monary disease. Preoperatively all pulmonary infection should be 
controlled. Phlebotomy is indicated when the hematocrit rises above 
53 per cent. These patients should be digitalized preoperatively and 
given oxygen for cyanosis if respirations are not thereby depressed. 

The elderly cardiac requires even more exacting postoperative man- 
agement than the younger patient with heart disease. ‘The importance 
of frequent examinations in detecting incipient congestive failure, 
arrhythmia and other cardiac complications cannot be overemphasized. 
Infusions and transfusions must be carefully given according to need; 
as we have said, red blood cells rather than whole blood are often 
preferable to correct anemia, Oxygen should be administered post- 
operatively to any patient suspected of having heart disease and the 
elderly cardiac often benefits greatly from the cooling effect of the 
oxygen tent as well as from the increased oxygen supply. Care must 
be taken to avoid respiratory acidosis by the administration of con- 
tinuously high oxygen concentration to patients with pulmonary em- 
physema. 

Prompt correction of extra-cardiac complications helps to prevent 
increased demands upon the heart made by pulmonary or other infec- 
tion, atelectasis, anemia, uremia and electrolyte imbalance. Many elderly 
cardiac patients can tolerate extensive surgery skillfully performed but 
are unable to survive the added stress imposed upon the heart by com- 
plications such as pneumonia, atelectasis and renal failure, nor are they 
able to survive the added burden of well meant but ill advised therapy 
in the form of excessive amounts of fluids, electrolytes or overdosage 
of drugs. 


Cardiac complications are as frequently due to extrinsic factors in 
the aged as to intrinsic cardiac disease per se. For example, if anemia, 
dehydration, atelectasis, gastrointestinal hemorrhage, abdominal disten- 
sion or electrolyte abnormalities are not promptly corrected, cardiac 
failure or arrhythmia may develop as a result of the extra-cardiac 
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Taste I1—POSTOPERATIVE COMPLICATIONS 


P.O. CV 


Author No. Pts. Complications Pulm. Renal CVA 
Stewart : 204 24 32 5 5 
LaDue et al. . i161 59 62 9 8 


Table I11—Shows the incidence of postoperative complications in 365 patients of 
70 years or more who underwent major surgery. 


abnormality. The aged person of course is much more sensitive to these 
abnormalities than the younger individual, and his heart is more likely 
to fail under the stress imposed, 


Meruop AND MATERIALS 


One hundred sixty-one patients of 70 years of age or older were 
subjected to 188 major surgical procedures, most of them done by or 
under the supervision of Dr. George T. Pack. The results of major 
surgery at Memorial Center in 59 patients with bundle branch block 
(average age 66.6 years), 58 patients with healed myocardial infarction 
(average age 64.6 years), and 60 patients with chronic auricular fibrilla- 
tion (average age 64.4 years) will also be discussed. Data were as- 
sembled from the charts referable to age, sex, past cardiovascular his- 
tory, New York Heart Association classification of heart diseases, 
cardiac size, blood pressure, preoperative management, the operative 
and postoperative course, the effect of parenteral fluids and drugs 
given postoperatively, and the complications encountered with special 
attention to those of the cardiorespiratory system. 


RESULTS 


Of the 161 patients 70 years of age or older subjected to 188 major 
operations for cancer, 101 had preoperative evidence of heart disease 
and 43 of these had postoperative cardiorespiratory complications, with 
16 dying after surgery. Of 60 patients with no discernible preoperative 
cardiac disorders, four died of and eight had important cardiopulmon- 
ary complications. Table II lists the postoperative cardiovascular com- 
plications which these patients developed, together with those reported 
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Tame II]—RESULTS OF MAJOR SURGERY FOR CANCER IN 161 PATIENTS 
ABOVE 70 YEARS OF AGE 


Number of Patients Operative Mortality 


161 (188 operations) 20 patients (12.4%) 
Postoperative Complications End Results 

None in 110 patients (68.4%) (6 mos.-10 yrs.) 

51 complicated (31.6%) 75 living and well 


66 dead 


Mortality Rate in Abdominal Surgery 


All Abdominal Gastric Colon 
Operations Resection Resection 
No. Pts. — . 96 35 40 
Op. Mort. . 18.7% 28.6% 12.2% 


Table 11I—Summarizes the results of major surgery done upon 161 patients 70 
years of age or more. 
From unpublished data of Marshall, R. J., Pack, G. T. and LaDue, J. S. 


by Johnson et al.* In all there were 20 deaths (12.4 per cent), 16 of 
which were attributed to the presence of cardiovascular disease. The 
mortality was 28 per cent in patients who had gastric resections, as 
compared to 12.2 per cent for patients who had resections of the large 
bowel or rectum (Table IIL). An infrequently emphasized complica- 
tion in the elderly was the occurrence of cerebral thrombosis in six of 
the patients who died. It has long been appreciated that individuals 
who have evidence of arteriosclerotic disease of the brain are prone 
to develop further brain damage following major surgery. Two of 
these six patients had such a history, and two had evidence of mild 
senile dementia preoperatively. Preoperative evidence of advanced 
senility or a history of a previous cerebrovascular accident in an aged 
individual is a relative contraindication to major surgery. 

Bundle branch block, once thought to be a contraindication to 
major surgery, was associated with a relatively low mortality. Of 59 
such patients studied at the Memorial Center, whose average age was 
66.6 years, three or 5 per cent died of cardiac or respiratory complica- 
tions.’ The total mortality was 10 per cent with two patients succumb- 
ing to generalized peritonitis and one to uncontrollable hemorrhage. 
Only three patients developed evidence of congestive heart failure 
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postoperatively; this responded to treatment in two instances but in 
the third was associated with fatal myocardial infarction, The incidence 
of medical postoperative complications was 17 per cent and of surgical 
complications 23 per cent. Increasing cardiovascular symptoms de- 
veloped in five patients several weeks to months following discharge 
from the hospital. No significant correlation could be demonstrated 
between the electrocardiographic and clinical findings. The stress on 
the circulation imposed by the surgical procedures did not aggravate 
the course of the heart disease. The operative mortality in a control 
series of 280 patients 60 to 71 years of age without bundle branch block 
who were subjected to major surgery was 3.4 per cent. 

Major surgery was performed on 58 patients with healed myocardial 
infarction with a mortality rate of 5.2 per cent.* Twenty-four per 
cent of these patients developed postoperative cardiorespiratory com- 
plications, as follows: four developed fresh myocardial infarcts; four 
bronchopneumonia; one a pulmonary embolism, and five congestive 
heart failure. The three deaths were ascribed to myocardial infarction, 
tracheitis, and operative shock. None of the patients developed arrhy- 
thmia. The incidence of cardiorespiratory complications was apparently 
greater in patients who had cardiac enlargement but did not appear to 
be related to age, sex, cardiac classification, age of infarct, angina or 
hypertension, The longer the surgical procedure lasted the more fre- 
quent was the cardiopulmonary complication rate. Pentothal anesthesia 
was associated with a 43 per cent incidence of cardiorespiratory com- 
plications. These patients tolerated moderate amounts of whole blood 
and intravenous fluids without distress. The surgical experience did 
not appear adversely to affect the existing heart disease, and 20 of these 
patients were alive two or more years after the ablation of their cancer. 

Sixty patients with chronic auricular fibrillation were subjected to 
major surgical procedures for the treatment of cancer.® Their average 
age was 64.4 years. Thirty-four (71 per cent) developed mild, 16 mod- 
erate and four severe intraoperative cardiovascular complications, Seven- 
teen (22 per cent) developed postoperative cardiopulmonary complica- 
tions, three resulting in the death of the patient. The postoperative 
complications did not seem to be related to the incidence of intraopera- 
tive cardiovascular complications. Although 15 (25 per cent) of these 
60 patients died within 39 months of their operation as a result of 
cardiovascular disease, this is a not unexpected outcome in patients 


June 1956, Vol. 32, No. 6 


4 


| 
| 
1 
¥ 
4 
ee 
| 
Paige 


430 J. S. LADUE 


with chronic auricular fibrillation in this age group. Eleven or 73 
per cent of these 15 patients also had moderate to marked cardiac 
enlargement preoperatively. The auricular fibrillation per se did not 
appear to increase the operative risk, the latter apparently varying with 
the severity of the underlying heart disease. 

The complication rate was not affected by age, race, sex, etiology 
of the heart disease, history of remote myocardial infarction, the elec- 
trocardiographic findings, the heart size, the preanesthetic medication, 
the type of anesthesia, or the type and amount of parenteral fluid 
administration, although careful evaluation must be given to all these 
factors. The complication rate appeared to be increased in patients with 
pulmonary emphysema, azotemia, generalized arteriosclerosis, obesity, 
a past history of congestive heart failure, angina pectoris, and a poor 
cardiac functional classification, It was noteworthy, however, that there 
was a significant increase in the complication rate among the patients 
who were inadequately digitalized or who gave a history of recent 
congestive heart failure, Of the six patients who developed congestive 
heart failure postoperatively, four were inadequately digitalized at the 
time of surgery. Of the three patients who died, one succumbed to a 
cerebrovascular accident, one to uremia and the third to acute sup- 
purative cholecystitis, cholangeitis, hepatitis, focal interstitial nephritis 
and bilateral bronchial pneumonia. 

Fifty patients whose average age was 62.1 (70 per cent of whom 
were 60 years or more of age) developed supraventricular tachycardia."° 
These are being discussed because this and other studies have shown 
that the incidence of this complication is much greater in elderly 
patients. Thoracic operations were complicated in 20 instances by 
arrhythmias, abdominal procedures in 14, and operations upon the 
head and neck in 13. No evidence of heart disease could be found pre- 
operatively in 42 per cent of the patients. Hypertensive cardiovascular 
disease was present in 38 per cent, and arteriosclerotic heart disease in 
zo per cent. According to the New York Heart Association Criteria, 
$4 per cent fell into Class I, 38 per cent in Class II, and 8 per cent in 
Class III. The electrocardiograms were abnormal in 31 per cent and 
premature contractions were noted in an additional 10 per cent of 
patients. The arrhythmia developed during operation in 20 per cent 
and postoperatively in the remainder, with a median time of onset 
of three days, Precipitating factors during surgery appeared to be a 
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Taste 1V.—MAJOR INTRA-ABDOMINAL OPERATIONS 


Type of Operative Postoperative Uncomplicated 


Anesthesia Deaths Complications Postoperatively Total 
Spinal 14 (18.6%) 19 (25.3%) 42 (56%) 75 
Inhalation . 4 (23.5%) 5 (29.4%) 8 (47%) 17 
Local 1) 0 2 2 
Total 18 25 52 95 


Table 1V—Compares the operative mortality and complication rate in 95 patients 
(70 years or older) with cancer who underwent major abdominal surgery. 


blood pressure fall to 100 mm. Hg. or lower, operative manipulation, 
temporary cardiac arrest and pulmonary edema. In the postoperative 
phase, pulmonary infarction, hypotension, fever, abdominal distention, 
pneumothorax, lower nephron nephrosis, and digitalis toxicity, appeared 
to play a part in precipitating the arrhythmia, Four patients had no 
discernible precipitating cause. Cardiac glycosides were apparently 
effective in establishing normal sinus rhythm in 4o per cent of the 
arrhythmias, quinidine in 15 per cent and miscellaneous measures in 
22 per cent; 23 per cent of the arrhythmias were uncontrollable by any 
measures, Of the 12 patients in whom the arrhythmia was uncontrolled, 
ten showed evidence of heart disease preoperatively, Eight of these 
patients developed congestive heart failure, five dying as a result. The 
average duration of cardiac irregularity after treatment and before 
normal sinus rhythm was established was 30 hours, None of these 
patients developed any cardiovascular difficulties thereafter. TWwenty 
of the patients are living and well without any evidence of heart 
disease 12 to 60 months after the onset of their arrhythmia. Thirty 
patients are dead, nine succumbing to heart disease, six to recurrent 
cancer, six to infection, four to pulmonary infarction and five to 
unrelated diseases. The prompt administration of digitalis and/or 
quinidine to patients developing supraventricular tachycardia is indi- 
cated, Persistent failure to revert to normal sinus rhythm justifies a 
trial of Pronestyl (procaine amide) acetyl choline, and as a last resort, 
Mechoyl. In 188 operations on 161 patients 70 years of age or older, 
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no difference in the incidence of complications or mortality could be 
demonstrated in a group given spinal and a group given general inhala- 
tion anesthesia (Table IV). The masked hypoxic effects of thiopental 
suggest that this type of anesthesia is contraindicated in the elderly 
patient with heart disease. This is shown by the high complication rate 
(42 per cent) in our patients given this type of anesthesia, as well as 
by the studies of de Peyster et al."* The skill of the anesthetist, however, 
is more important than the type of anesthesia per se. Cyclopropane 
when given in conjunction with barbiturates is associated with a high 
incidence of cardiac arrhythmias. Curare derivatives should be avoided 
in the elderly cardiac. Needless to say, the blood pressure should be 
kept relatively constant at all times and hypoxia prevented, Prompt 
management of cardiorespiratory complications during surgery is 
essential. 

Considerable thought should be given to the operative procedure 
in the elderly cardiac patient, and the operation carried out as fast as 
is consistent with adequate surgical management. Hemostasis, minimal 

; trauma to tissues, and postoperative ventilation with aspiration when 
needed should be routine, It is our custom to administer nasal oxygen 
to all such patients. 

Although the elderly patient with heart disease should be urged 
to get out of bed as soon as it is feasible, enthusiasm for ambulation 
should not permit the patient with heart failure, fever, thrombophlebitis, 
myocardial infarction, hemorrhage, pneumonia, profound weakness or 
electrolyte imbalance to leave his bed until these complications have 
been brought under control. Approximately one-quarter of all instances 
of thromboembolism are found in patients who have heart disease.” 
This is even more true of the elderly with cardiovascular disease. The 
use of elastic bandages on the lower extremities, with active and passive 
motion, may help prevent this complication. Some centers recommend 
the use of Dicumarol postoperatively in selected cases, The manage- 
ment of thrombophlebitis or thromboembolism is essentially the same 
for all patients whether young or old. 


SUMMARY AND CONCLUSIONS 


Degenerative cardiovascular disease is found in 70 per cent of 
patients 70 years of age and older and is the leading cause or contribu- 
tory cause of death following major surgery in the aged. Recognition 
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Taste V.—OPERATIVE MORTALITY 


% Mort. YJ Mort. 


Author No. Pts. >60 Yrs. All Ages 

Estes 400 6.5 2.1 

Bosch et al. 500 9.6 3.01 

3656 5.1 2.9 

Carp . $51 17.0 24.0 (Emergency) 
Haug & Dale 354 9.0 

Stewart 204 13.0 

LaDue 338 5.0 


Table V—Compares the operative mortality reported by various authors in patients 
above 60 years of age with that found for all ages. 


of the extent of the cardiovascular disorder and proper preoperative 
and postoperative management will reduce the expected operative 
mortality. Emergency surgery is associated with a postoperative death 
rate of three to four times that of elective surgery in the aged and this 
fact emphasizes the need for careful preparation of older patients for 
surgery, Improvements in anesthetic techniques, prompt and intelligent 
use of antibiotics, exact information relative to blood volume, electro- 
lyte imbalance, nutritional needs, and, of vital importance, immediate 
recognition and treatment of postoperative complications will do much 
to narrow the gap between the operability of the aged and that of 
patients of 60 years or less* (Table V). Development of more realistic 
and accurate methods of evaluating the physiological age of the patient 
rather than relying on the chronological age will permit better apprecia- 
tion of the expected operative risk. The expected mortality of 12.4 
per cent after major surgery for cancer in the aged is not excessive, 
but application of the principles and methods of preoperative and 
postoperative care already discussed should reduce this figure signific- 
antly. Table II summarizes the frequency of cardiovascular, pulmonary, 
renal and cerebral complications encountered in 365 patients 70 years 
of age or older subjected to major surgery. This knowledge permits 
us to anticipate and thus minimize these complications when they arise. 

It has been shown that the presence of bundle branch block, healed 
myocardial infarction or auricular fibrillation increases the operative 
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risk but little, and furthermore that the Operative experience, per se, 
does not adversely affect the natural history of the cardiovascular dis- 
ease, The most serious cardiovascular postoperative complications are 
acute myocardial infarction and uncontrollable arrhythmias. The 
presence of arteriosclerotic cerebrovascular disease may represent a 
significant increase in the surgical risk because of the likelihood of 
postoperative cerebrovascular accidents, 

The physician caring for the aged must take the time to gain the 
confidence both of the patient and his family. This demands _pa- 
tient interrogation, a satisfactory explanation of what may be minor 
complaints, and frequent meticulous physical examinations. The mis- 
take of attempting to explain vague complaints simply as a process of 
natural aging often leads to late recognition of significant abnormalities. 
Constant reassurance together with understanding of the patient’s 
physiological status as it relates to his environment are essential to the 
continued well being of the aged. This means that the physician 
attending the aged must be a friend and advisor both to the patient 
and to his family. 

No patient, whatever his age, should be denied surgery which will 
save or prolong life without exhaustive study indicating prohibitive 
risk and cogent reasons, Of our 161 patients, 70 years of age or older, 
operated upon for cancer, 20 lived more than four years, and six more 
than seven years. These added years of relative well being were as 
precious to these elderly individuals as 20 or 30 years would be to 
the patient of 50. Surgery of the aged should never be taken lightly 
and must be attempted only by those willing to accept the need for 
the most meticulous preoperative study, the most exacting surgical 
judgment and the most careful postoperative management. Nowhere 
in medicine is the full cooperation of the local physician, internist and 
surgeon more richly rewarded. 
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N. PLESHETTE AND OTHERS 


A STUDY OF ANXIETIES DURING 
PREGNANCY, LABOR, THE EARLY 
AND LATE PUERPERIUM* 


NorMaN Pvesuetre, Stuart and JaNner Cuase, M.A. 


ANALYSIS OF ANTEPARTUM Data 


@SeseSeSeSe5e9 srupy was undertaken to examine the nature of anxieties 

present in primiparas and to evaluate the possible effect 

A on certain aspects of pregnancy, labor and the puer- 

perium, The investigation was carried out in the prenatal 

4 clinic of The Mount Sinai Hospital. The experimental 

design consisted of a questionnaire of 53 questions administered in pri- 

vate interview to clinic patients. Those interviewed were randomly 

selected from the clinic population and contained white, Negro and 

Puerto Rican women in approximately equal proportions, The age range 

ran from 17 to 37 years of age. Equal thirds had either all of our 

educational classes in preparation for childbirth, some of the classes, 

or none. Thus the sample selected represented our clinic population as 
a whole regarding age, race and special education for childbirth. 

The common factor was that all selected were married primiparas. 
A factor which must be constantly kept in mind was the source of the 
sample, a clinic population in a very large urban community, 

In this analysis, 50 cases were studied and the results tabulated and 
analyzed. Our questionnaire was designed to elicit information about 
four aspects of prenatal anxieties and attitudes during the antepartum 
period, with each aspect covered in a separate section, The first section 
covered attitudes towards fertility, conception and contraception. 
Psychosomatic complaints during the antepartum period were the focus 
of the second section, Attitudes and anxieties about sex comprised the 
third part; the fourth section interrogated patients about their anxieties, 
the baby and the mother-baby relationship. Our findings will be dis- 


* Presented by Dr. Pleshette before the Section on Obstetrics and Gynecology of The New York 
Academy of Medicine, April 26, 1955. Manuscript received July 1955. 


From the Department of Obstetrics and Gynecology and the Department of Psychiatry, The Mount 
Sinai Hospital, New York, N. Y. 
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cussed on the basis of these four divisions. This phase of our study was 
stimulated by the monograph “Anxiety in Pregnancy and Childbirth” 
by Klein, Potter and Dyk.’ 

Patients in this study were followed by additional questionnaires 
given during their postpartum stay on the hospital ward and at the 
six weeks postpartum visit to the outpatient clinic. 

We recognize the limitations of a questionnaire technique as being 
somewhat narrow in scope. We do feel, however, that this method, as a 
preliminary study, is of value in bringing into focus the intensity and 
relative incidence of many of the anxieties commonly associated with 
pregnancy. 

Results: On the basis of this sample about half the pregnancies were 
planned. Among those whose pregnancies were unplanned only a few 
were unhappy about being pregnant and only a few were resentful 
when they first knew they were pregnant. Despite the fact that almost 
so per cent admitted that their pregnancy was unwanted at its onset, 
all but one had accepted the pregnancy by the time of the interview. 
We recognize that verbalized acceptance of pregnancy is not synony- 
mous with actual desire for pregnancy and that mothers may still have 
some deep though unconscious resentment. This aspect of pregnancy 
was observed and discussed by Menninger? in a study of emotional 
factors in pregnancy. 

At least 80 per cent of the wives did not use any contraceptive nor 
did 96 per cent of the husbands. We obtained little indication of any 
overt anger or unhappiness by the husband when he learned of his 
wife’s pregnancy. The possibility that there is reluctance of the hus- 
bands to verbalize their reactions seems to be a very real one. In addi- 
tion, since the information about the husbands was given by their wives, 
we are prompted to question the objectivity of the source. Moreover it 
seems likely that the expression of hostility in the area of sexual attitudes 
is extremely difficult to elicit by questionnaire or even direct interview. 

On the basis of our data certain conclusions may be drawn. First, 
there appears to be strong evidence of the need for postpartum referrals 
to a contraceptive clinic. Second, there seems to be a need for emotional 
support and encouragement for primiparas during the first trimester. 
This may encourage the patient to provisional acceptance of the preg- 
nancy in its early stages, which may be strengthened as pregnancy 
progresses, This would necessitate an educational campaign to demon- 
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ANTEPARTUM DATA 


A- (ATTITUDES TOWARD FERTILITY, CONTRACEPTION AND CONCEPTION ) 


Yes No Don't know Sometimes 

1—Did you plan to have this baby? se . & 26 
2—Was this pregnancy an accident? 21 29 
3—Were you angry when you first knew you 

were pregnant? Ss 38 2 1 
4—Are you unhappy now? 1 46 3 
5—Are you angry now? 0 49 1 
6—Did you use anything not to become pregnant? 7 42 


7—Was your husband unhappy when you became 
pregnant? 


- 


8—Was your husband angry when you became 


pregnant? 2 16 
9—Did your husband use anything so that you 

would not become pregnant? 1 47 2 
10—Do the movements of the baby ever frighten 

you? 10 27 9 
COMPLAINTS) 
11—Do you feel well during this pregnancy? 33 6 10 
12—Do you enjoy eating during this pregnancy? 36 9 3 
13—Are there any foods you don’t like specifically 

during this pregnancy? 21 26 3 
14—Are you worried about getting too fat during 

this pregnancy? 26 20 
15—Did the doctor frighten you about getting 

too fat? 25 22 3 


to 
7) 


16—Are you worried about your figure changing? 1 


17—Did you ever faint during this pregnancy? 7 43 
18—Did you ever fall during this pregnancy? 7 43 
19—Did you lose your breath easily during this 
pregnancy ? 22 9 
20—Do you sleep well during this pregnancy? . 18 26 6 
21—Do you take medicine to sleep during this 
pregnancy? 1 49 
22—Do you wish you had twins? . a 31 
C— (SEXUAL ATTITUDES—ANXIETIES ) 
23—Do you have more desire for sex since you 
became pregnant? . 8 36 
24—Do you have the same desire for sex? 25 23 2 
25—Do you have no desire? 12 36 1 


(Continued on next page) 
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ANTEPARTUM DATA—Continued 


Yes No Don't know Sometimes 

26—Are you afraid having sex will hurt the baby? 24 24 1 
27—Do you think sex might make you lose the 

baby? 38 5 2 
28—Does your husband think sex would make you 

lose the baby? 11 36 l 1 
29—Did you ask the doctor about having sex 

during this pregnancy? 10 40 
D—(ANXIETIES ABOUT HERSELF AND THE BABY) 
30-——-Are you afraid the baby might die before it 

is born? 22 21 1 6 
31—Are you ever afraid you might bleed during 

this pregnancy? 31 3 1 
32—Did you bleed during this pregnancy? .... 11 37 2 
33—Were you frightened by the bleeding? 10 25 
34—Did you go to the hospital when you bled? 6 28 
35—Did you tell the doctor or nurse you bled? 11 24 
36—Did anyone frighten you about having a baby? 15 30 2 
37—Did you read anything that frightened you 

about having a baby? 2 +h 1 
38—Are you afraid the pain will be bad? 30 17 2 I 
39—Do you want medicine for your pain? 33 12 1 
40—Do you want to be asleep when the baby is 

born? 25 19 3 
41—Are you afraid you will be alone in the hos- 

pital? 9 37 l 
42—Is your husband living at home during this 

43—Are you worried the doctors might not be 

12 38 
44—Are you worried that the nurses might not 

be friendly? 39 
45—Do you have any fear of being torn or cut 

when the baby is born? . senaeeee 32 16 2 
46—Are you afraid your baby will not be normal? 24 24 1 1 
47—Do you have any illness that you think might 

get worse by having a baby? . 4 4 
48—Do you fear a fall might hurt the baby? 33 15 2 
49—Are you going to nurse this baby? — 24 19 5 
50—Were you ever worried about having nausea? 6 7 
51—Were you ever worried about vomiting? ... 9 32 
52—-Do you want a boy? . 10 15 
53—Does your husband want a boy? 0000. 16 9 
June 1956, Vol. 32, No. 6 
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strate to patients the desirability of early registration in succeeding 
pregnancies. 

In the area of psychosomatic investigation, almost two-thirds of the 
patients interviewed felt well and the same percentage enjoyed eating 
despite dietary restrictions imposed. There appeared to be no consistent 
pattern about food needs and cravings. More than 50 per cent were 
worried about getting fat. They stated that the doctors had frightened 
them about gaining weight. Only 30 per cent were worried about the 
possibility of their figures changing. At least half the women questioned 
reported they did not sleep well, but only one admitted taking medica- 
tion for this. 

Interpretations of these results seem to show that the weight con- 
cern developed by the patient is heightened by the anxiety of the house 
staff. The situation creates the paradox of a need for de-emphasis about 
weight gain on the part of the medical personnel yet at the same time 
continuing vigilance for early signs of toxemia, 

Apparently there is also need for sleep-inducing medication. The 
house staff should be aware of the need for inquiring about a patient’s 
sleep habits, particularly in the last trimester, The initiative for inquiry 
about this area must stem from the doctor. The patient should be re- 
assured that soporifics are harmless if taken as prescribed. 

The answers to questions in regard to sexual desire during preg- 
nancy were as follows: One half have the same desire during the 
pregnant as in the non-pregnant state. The other half did not have the 
same desire. Analyzing this group, 72 per cent had less desire, but deny 
having no desire, and 16 per cent had more desire. About 50 per cent 
feared that intercourse would hurt the baby. In respect to ideas in this 
area we frequently found that husband and wife were diametrically 
opposed, A higher percentage feared intercourse would hurt the baby 
than those who thought it might precipitate abortion; 80 per cent of the 
patients interrogated had not discussed with the doctor the question of 
intercourse during pregnancy. No attempt was made at this time to 
investigate the emotional factors that may be involved here. 

Conclusions drawn from these findings highlight the reluctance of 
the patient to initiate discussion about intercourse within the hospital 
setting and suggest that the hospital staff must assume responsibility for 
its introduction. It becomes the duty of the doctor to discuss inter- 
course, its effect on the baby and its relationship to miscarriage. The 
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content of the discussion must be based on a consistent policy agreed to 
by all members of the resident staff and ideally derived in conjunction 
with the whole staff. This would necessitate an unanimous point of view 
on (a) intercourse during the first trimester, and (b) the time of its dis- 
continuance in the last trimester. 

Pugh and Fernandez* showed that there was no increased incidence 
in precipitating labor or increasing the risk of infection in patients whose 
coital activities were not restricted in the last trimester, Re-evaluation of 
policies regarding sexual activity during pregnancy seems warranted be- 
cause of the confusion among patients and the divergent opinions of 
doctors, 

In the area of anxiety about self and the baby, 50 per cent were 
continually concerned about the baby dying in utero, while an addi- 
tional 12 per cent indicated intermittent concern, Less were concerned 
about vaginal bleeding, but those who did bleed were badly frightened. 
Only a small percentage had read literature which frightened them about 
having a baby, but a large proportion had heard frightening com- 
ments from relatives and friends. About 60 per cent showed genuine 
fear of pain, but almost all wanted pain relief. A great majority of those 
who wanted this relief still wanted to remain conscious, however. 

It is evident that clinic patients need a fuller understanding of types 
of analgesia and anesthesia available and the effect of such therapeutic 
agents. Whenever possible, the house staff should try to determine the 
pain relief best suited to the individual patient, paying heed to the 
patient’s own request, 

About 80 per cent were not afraid at the prospect of being left alone 
during labor; 64 per cent showed fear of being torn in labor; 65 per cent 
were concerned about the effect of direct trauma on the baby such as 
falling during pregnancy. Only half were concerned over the possibility 
of a fetal abnormality, Again we recognize the limitation of a question- 
naire on this point since we strongly suspect that this possibility is so 
frightening that many women feel forced to deny any concern. 

About half of the patients desired to breast feed. Indications in this 
study suggest that the frequent failure to breast feed successfully is re- 
lated to inadequate preparation and counseling antepartum and to hos- 
pital attitudes and procedures in the postpartum period. A strong area of 
anxiety concerns the matter of episiotomy. This is virtually a routine 
procedure for primiparas in our clinic (go per cent). It becomes neces- 
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sary, as a sequential step, to communicate this to the patients and to 
explain to them the medical advantages for its employment. 

As a result of this questionnaire study of antepartum anxieties and 
attitudes toward pregnancy and labor in 50 primiparas attending The 
Mount Sinai Hospital prenatal clinic the following recommendations 
are made: 

Recommendations: 1. Patients should be apprised of the desirability 
of early prenatal care so that a closer rapport can be established. 

2. Patients should be informed early in the antepartum period of the 
existence of the hospital postpartum contraceptive clinic, Knowing that 
the next child can be planned, could give them greater acceptance of 
the current pregnancy. 

3. Physicians should develop a technique of communicating to pa- 
tients the importance of limited weight gain without heightening the 
patients’ own anxieties about eating. One may otherwise defeat the end 
purpose of weight control since neurotic over-eating may result from 
the patient’s increased anxiety. Alexander and Downs* in a study on the 
influence of weight gain on pregnancy (1000 private cases) state: “Re- 
striction of weight gain to 15 pounds therefore would have little merit; 
conversely 25 pounds gained throughout gestation should occasion 
little alarm.” 


ANALysis oF Data on LABor 


A study of the labor records in 31 patients to whom antepartum and 
early postpartum questionnaires were submitted has yielded some 
specific findings. Most of the material utilized in this study was obtained 
from hospital charts and combined with information gotten through 
interview, First a survey of trends will be presented and then specific 
areas will be highlighted. These results and their implications have sug- 
gested some revisions in hospital procedures. 

Judging from the limited sample analyzed, there seemed to be no 
positive correlation of the patient’s prenatal anxieties to reactions during 
labor. In some measure the inability to ascertain a relationship was 
directly attributable to the general use of medication by the house staff. 
Emotional reactions were obscured by administration of sedatives and 
so significant conclusions about this correlation could not be reliably 
made. Significant material has been presented in the literature which 
shows that anxieties are present’ °? and that proper antepartum instruc- 
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tion will aid in allaying these feelings. Those anxieties arising from mis- 
interpretation and lack of knowledge can often be approached and dealt 
with through education. Therefore lack of correlation between ante- 
partum anxieties and labor should in no way reduce the efforts of at- 
tending physicians and nurses to allay a patient’s anxieties. 

Fight husbands of the 31 patients studied were away, the majority 
in the Army. In only two of the eight was this related to fear of being 
alone in the hospital and there was little indication that the labor of 
these patients was any more difficult than the others recorded. 

There seemed to be no correlation between the incidence of nausea 
and vomiting and the type and duration of labor. 

Results: We analyzed weight gain in 32 cases and the attention given 
to this factor and the interpretation of this subject by our clinic group. 

The amount gained was divided as follows: 4 patients gained from 
10 to 15 pounds, 25 from 15 to 25 pounds, and 3 from 25 to 35 pounds. 
Based on the assumption that the normal gain is 15 to 25 pounds, the 
majority of the women fell within the expected range. 

The procedure in the prenatal clinic is to note on the chart the com- 
ments and recommendations of the doctor, Included were referrals to 
the dietitian and remarks about weight gain. For clarity, these will be 
designated diet checks, On the charts surveyed, most of the patients 
falling within the normal weight gain range showed the following num- 
ber of references to weight gain. There were 4 charts with no diet 
checks, 4 with 1 to 2 checks, 10 with 2 to 4 checks, 12 with 4 to 6 
checks, and 2 charts with over 7 checks, This over-emphasis was further 
enhanced by the routine procedures of the clinic. On arriving in the 
morning the patient was immediately weighed by the nurse in charge. 
At this point some comment was usually made about the change in 
weight. The tone of the entire staff was either punitive or approving, 
depending on the increment of gain. Thus the patient had either been 
a good or a bad girl. On examination, the doctor would note the weight 
on the chart and make additional remarks to the patient and perhaps 
suggest salt and dietary restrictions and prescribe ammonium chloride. 
Some patients were referred to the dietitian where again there was 
emphasis on good and bad behavior. The final touch came from the 
receptionist who took it upon herself to comment about the weight as 
she gave the next appointment, 

Judging from this, the weight emphasis for each objective notation 
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was increased threefold. It behooves the investigator to inquire into the 
justification for this routine. Examination of the case records showed a 
strong pattern of inconsistency in this whole area, In one case with an 
11 pound gain there was one diet check; yet, there was also only one 
where the gain was 20 pounds. On the other hand, another patient who 
gained 20 pounds was checked 5 times, while some who gained 14 or 15 
pounds were also subjected to 5 checks. In two patients who gained 21 
or 22 pounds there were no checks, whereas one who gained 24 pounds 
was reminded on 6 occasions. 

When these facts are correlated with the incidence of elevated 
blood pressure, albuminuria, and edema, there seems little justification 
for the over-determined emphasis on weight. Twenty-two of these 
patients showed no albumin, five showed 1+, two showed 2+-, and only 
one showed 3+. Eighteen showed no edema; g showed 1+ and 2, 2+. 
Only six of the patients had a blood pressure above 130/go at any time 
during the prenatal course. Four of the cases were diagnosed as possible 
preeclampsia and it would appear that only in these was the excessive at- 
tention to weight justified, It is very likely that the obstetric house-officer 
today has been so indoctrinated in the prophylaxis of pregnancy toxemia 
that he oversteps the bounds of rational therapy.* 

We shall now consider the actual techniques and procedures during 
delivery. Thirty of the 31 patients had episiotomies and 26 were 
delivered by low forceps. Recommendations stemming from this fact 
will be presented later. In none of the cases was there postpartum 
hemorrhage. 

One hundred per cent of the patients were medicated with some 
variation of the scopolamine, Seconal and Demerol combination, The 
great majority reported satisfaction with this regimen and received 
relief of pain. In the second stage of labor, 16 received general anesthesia, 
11 had a saddle-block type of spinal and two, pudendal block. In 
cases when the patient’s expressed desire was for consciousness combined 
with relief of pain we found no correlation with the type of anesthesia 
administered. As part of the educational procedure in the prenatal 
classes, a promise was made to the patient that her request not to lose 
consciousness would be given consideration. Of course, the final choice 
of anesthetic was subject to the judgment of the physician, and this 
intangible factor of judgment may have been responsible for the ap- 
parent inconsistency. Eight patients who wanted to be awake had 
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no memory of the delivery because of their heavy medication. Addi- 
tionally, two who expressed the desire only for terminal pain relief 
were sedated throughout, Two others who requested complete amnesia 
received spinal anesthesia. On the positive side, four who wanted to 
be awake were, and were happy about it and seven who requested some 
type of conduction anesthesia and received it were delighted with it. 

There also appeared to be a significant reduction in the anxiety 
and fear of pain of childbirth through education. A higher proportion 
(44 per cent) of all those receiving education were less afraid of pain 
than those not receiving education (29 per cent). 

From our admittedly limited data there was no readily apparent 
relationship between expressed anxieties and duration of labor. 

Recommendations: 1. The area of diet and weight gain should be 
approached in such a way as to eliminate the impositions of the clinic 
staff’s own anxieties about toxemia. 

2. If the question is asked, and it seems fitting that it should be, 
staff members should acknowledge that a great majority of primiparas 
are delivered by low forceps. Although the wisdom of such a policy 
may be debated by the staff, it does not appear necessary to volunteer 
this difference of opinion to the patient, but an honest answer should 
be given if she raises the inquiry as to how she will be delivered. 

3. There is need for greater care in the choice of anesthetics. The 
medication and anesthetics available with the indications for their use, 
should be discussed with the patient. Insofar as medically possible the 
choice of analgesia and anesthesia should incorporate the patient’s 
expressed desire. 


ANALYsis oF Hosprrat PostpARTUM Data 


A third aspect of this study of primiparas deals with a survey 
conducted during the in-hospital postpartum stay. Similar to the ante- 
partum experimental design, a questionnaire of 40 questions was given 
by interview to the same random sample of 50 patients from the clinic 
population who were studied antepartum and intrapartum. The ques- 
tionnaire was usually submitted on the second or third day after 
delivery. All the patients delivered normal healthy infants. 

Areas selected for focal information about the intrapartum period 
included admission to the hospital, security within the hospital setting, 
and satisfaction with procedures and techniques. This last category 
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HOSPITAL POSTPARTUM DATA 
(Obtained During Hospital Stay) 


1—Were you sure you knew when your labor 
began? 


2—Did your labor start as you thought it would? 


3—Were you mixed up about when to go to the 
hospital ? 


#—Did you think you came to the hospital too 
early? 


5—Were you frightened when you reached the 
hospital ? 


6—Were you left alone too much? 


Would you have wanted a relative with you 
when you were in labor? 


8—Were labor pains just what you expected? 
9—Were labor pains less than you expected? 
10—Did you get injections to ease the pain? 
11—Did the injections help you? 

12—Did the doctors make you feel safe? 
13—Did the nurses make you comfortable? 


14—Did you want to have someone near you all 
the time? 


15—Was anything said by the doctors or nurses 
that scared you? 


16—Did the doctor’s examinations frighten you? 
17—Did the enema hurt or frighten you? 
18—Did the doctor’s examination hurt you? 
19—Did you get the pain injection soon enough? 
20—Were you awake when the baby was born? 


21—Were you happy that you were awake while 
the baby was born? 


22—-Were you glad to see the baby right after it 
was born? 


23—Did you get gas or ether anesthesia? 
24—Did you get it soon enough? 
25—Did it relieve you of pain or fear? 


26—Were you frightened by the gas or ether 


normal ? 
28—Did you fear you might die during labor? 


29—Were you afraid you would be torn during 
labor? 

30—Were you afraid you might bleed too much 
after the baby was born? 


(Continued on next page) 


Don't know Sometimes 


tw 
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Yes No 
| 
2 
7 
; 17 30 1 
. 20 25 
28 
47 
42 5 
46 1 
& 1 
9 38 
9 30 
18 19 
33 10 2 
17 30 
20 14 2 
21 2 2 
. 3 2 
anesthesia? 25 1 
27—Were you worried the baby might not be 
22 26 1 1 
6 31 1 
13 34 1 
9 38 
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HOSPITAL POSTPARTUM DATA—Continued 


Yes No Don’t know Sometimes 

31—Did you want to keep your baby near you 

after it was born? Se 20 2 
32—Were you glad your baby was taken to the 

nursery? 10 2 
33——Would you like to have another baby? 20 22 2 
34—Would you like to have another labor just 

like this? . 80 18 1 
35—Would you rather have been asleep when this 

baby was born? 11 2 
36—Was your labor worse than you expected? 8 13 
37—Was your labor better than you expected? 26 20 
38—Was your labor just as you expected? 0... = 7 31 
39—Are you going to nurse this baby? ....___._ 20 26 2 
40—Are you happy you are going home? 42 6 1 


evaluated the patient’s reactions to analgesia and anesthesia, the attitudes 
toward separation of mother and baby, the feelings of loneliness and 
the attitudes of hospital personnel. Fears previously expressed about 
self and baby were re-questioned during this period to note any changes 
in attitude as the result of the delivery experience. Finally, reactions 
towards breast feeding were examined and the participation of the 
hospital staff in educating the patient toward this goal was evaluated. 

Results: A high percentage of patients showed confusion about 
when to come to the hospital despite clinic instructions to call the house 
staff and ask advice. Specifically there was confusion for the patient 
about (a) the symptomatology characteristic of the onset of labor and 
(b) when to come to the hospital. This confusion, coupled with other 
findings, suggests that the sooner a patient comes to the hospital during 
the initial phase of labor the earlier her anxieties may be allayed. This 
data should initiate the policy of admission early in labor if the patient 
has any doubts. This may give her additional security. 

This recommendation is reinforced by the evidence revealed about 
the patient’s attitude toward the hospital and its personnel. Both ante- 
partum and postpartum data disclose a pattern of security in and satis- 
faction with the hospital procedures and the treatment accorded by staff 
members, This is a commendable reflection of hospital policy and a 
meaningful accolade to practicing physicians and nurses. 
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An interesting variation occurred in respect to the desire of having 
someone near during labor, At the antepartum interview 74 per cent 
forecast no fear of being left alone in the hospital. However, as delivery 
became imminent, a significant number acknowledged the wish to have 
somebody near. 

Many of the women affirmed that they felt at ease because they 
were aware of a nurse being near and available if needed. Thus the 
fear of being alone was not a major source of anxiety, but this was 
due to the general assurance that someone was available. The constant 
physical presence of an attendant was not necessary. 

In dealing with the relationship between expected pain and experi- 
enced pain, most patients reported that the labor pains were not what 
they expected. This means the actual experience was different than 
the patient had been led to believe. Answers show that the difference 
was not one of degree, for only a small number felt that the pains 
were worse or less than anticipated. The pains differed from expectation 
more in nature and kind. 

The patients readily accepted analgesic injections which were very 
effective. There are implications here for future education. It seems 
wise to inform the women that injections are given which are highly 
efficacious. A great majority of the patients expressed gratification and 
satisfaction with the early use of analgesia and its benefits. 

Again there was evidence of a good rapport between hospital staff 
and patients. A large majority stated they were neither told nor over- 
heard anything which engendered fear and they found the obstetrical 
examinations during labor neither frightening nor disturbing. 

A high percentage were pleased by the anesthesia. The majority 
stated they were unconscious at the moment of birth, but despite this 
it was a happy experience. 

Concerning episiotomy, there was a shift in attitude between the 
antepartum and the postpartum interview. Although 64 per cent were 
concerned about this procedure while in the prenatal stage, there seemed 
to be a change of feeling as a result of the experience since 68 per cent 
reported not being fearful of its performance in any subsequent delivery. 

There appeared to be constant anxiety concerning the normalcy 
of the baby which was present at both interviews. About 50 per cent 
reported anxiety concerning the baby’s health just prior to labor, as 
did 50 per cent during the antepartum period, 
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Many of these patients had been either heavily sedated or anesthetized 
at delivery so that they did not see their babies until 12 to 24 hours 
after delivery. This tended to perpetuate their concern about the health 
of the baby. To allay this continued anxiety the mother should be 
able to see and handle her baby as soon as possible. Further corrobora- 
tion obtained in the postpartum interview suggested that the individual 
primipara was seriously concerned about her ability to care for the 
infant and complained about lack of experience and need for instruc- 
tion in this sphere. This suggests the consideration of rooming-in for 
selected patients. 

Recommendations: 1, It is suggested that patients be told more 
clearly the expected symptomatology which characterizes the onset of 
labor and to acquaint the patient specifically with the most desirable 
time to enter the hospital. 

2. The salutary effect in allaying fear by someone (nurse, aide, 
doctor) being available and nearby while the patient is in labor was 
demonstrated and should be continued. 

3. It is recommended that the possibility of rooming-in arrange- 
ments for selected patients be considered. 

4. It is suggested that the pediatric staff make more frequent visits 
to the mothers. This may effectively reduce the anxiety of the mother 
about the baby. Time devoted to answering questions about baby care 
might result in a much more confident attitude on the part of the 
mothers. 

5. A patient’s decision to nurse should be noted on her chart and 
specific attention be given by the pediatric and nursing staff to imple- 
ment this desire. These nnothers may be in need of additional attention, 
particularly at the time of breast feeding, with encouragement and 
support provided by the nurses. 

6. It is recommended that the mother be shown her baby as soon 
as possible after delivery. 


PostPARTUM ANALysis (6 WEEKs) 


Twenty of the same clinic primiparas were given a questionnaire 
at their six weeks postpartum return visit. 

Results: Ninety per cent asserted they had been comfortable and 
happy in the hospital; 10 per cent who were unhappy were made so by 
relatively minor physical complaints, such as cramps and perineal pain. 
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POSTPARTUM DATA (6 WEEKS) 
(Reactions about the Hospital) 


1—Were you happy in the hospital? 

2—If you were unhappy was it about 
a—Something that happened when you were 

in labor? 

b—After you had the baby? 

3—Was there any time that you felt sad or de- 
pressed in the hospital or since you have left it? 

t—How long did it last? 

5—Did you know why you felt depressed? 

6—Were you unhappy to come home? 

7—Would vou have wanted to stay longer in the 
hospital 

8—Did you breast feed in the hospital? 

9—Are you breast feeding now? 

10—Are you enjoying it? 

11—Do you prefer bottle feeding now? 

12—Do you prefer breast feeding now? 

13-—-If you have another baby would you prefer 
breast or bottle feeding? 

14—Would you want the baby in the same room 
with you from birth but have the nurse help 
you care for it? 

15—Would you prefer the baby left in the nursery 
from birth and see it occasionally? 


Reaction at Home 

16—Did you take complete charge of the baby 
when you came home? 

17—Did you have someone help you? 

18—If you had a nurse or relative was she helpful? 


19—Were you nervous (scared, frightened, anx- 
ious) when you took care of the baby yourself? 
20—Are you nervous now? 
21—Were you nervous about the baby’s 
a—crying 
hb—-feeding 
c—sleeping 
d—bowel habits 
22—Do you wish you could have had more experi- 
ence handling a baby? 
Reactions of Husband 


23—Is your husband happy about the baby? 
24—Does he help you care for the baby? 
25—Does he ever feed the baby? 

26—Does he ever diaper the baby? : 
27—Does he ever get up at night for the baby? 


(Continued on next page) 
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(from 1 day to 6 weeks) 
9 l 
10 10 
10 10 
8 11 
3 16 
1 
13 3 
3 13 
8 l 
5 11 
13 3 
8 
13 5 
13 
14 5 
4 It 
10 
2 
0 
3 
10 9 
6 


ANXIETIES DURING PREGNANCY 451 


POSTPARTUM DATA (6 WEEKS)—Continued 


Yes No Don't know Sometimes 
28—Does he ever help make the formula? . 3 
29—Now that you have the baby do you feel your Same—9 
husband loves you more, the same or less? More—7 
30—Now that you have the baby do you feel you Same—8 
love your husband more, the, same or less? More—7 
31—Since you have the baby is your husband's Same—11 
desire for sex greater, the same or less? ; Greater—3 
32—Since you have the baby is your desire for Same—9 
sex greater, the same or less? Greater—2 
Less—4 
33—Has your husband been sad since the baby 
came? 2 15 
34—If he is sad do you know why? 3 4 
35—Do you feel well now? 17 2 


36—If you do not feel well what troubles you? 2 (1-Gall Bladder, 1-Blood Pressure) 


37—Do you have any fears now? 4 15 
38—Do you feel that having the baby weakened 

you? 2 14 
39—Are you happy about the experience? 16 
4—Would you want to have another baby? 9 8 


41—Would you want to have another experience 
just like this? " 13 2 


Sixty per cent reported a feeling of depression in the postpartum 
period. A great majority experienced this dysphoric mood shortly 
after the birth of the baby. There was a smaller percentage in whom 
the depression continued when they went home and one was still 
depressed at the six weeks’ examination, The questionnaire technique 
was too limited to provide any truly meaningful material as to the 
causes of this temporary depressive state. There seemed to be a tendency 
on the part of the patient to pinpoint the etiology onto certain external 
factors. For example, one patient stated her husband’s failure to notify 
the diaper service was the reason for her depression, It was the investi- 
gators’ opinion however that the causes of the depression were of 
greater complexity than the explanations given, Future research, using 
psychological tests and less directed interviews might explore the 
deeper content of these moods. 

Fifty per cent of the patients reporting that they were happy to 
go home constituted a misleading figure. On closer investigation it 
appears that a large percentage wanted to go home and when they 
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arrived then wanted to return to the hospital. One could speculate 
that this wish to go back to the hospital indicates a strong feeling of 
insecurity at home in their new status as a mother and a wish to 
re-establish themselves in the comfortable omnipotence of the hospi- 
tal routine. 

Many of the group who were depressed and who preferred to 
remain in the hospital were represented by mothers whose babies had 
to stay in the hospital. Reports of these mothers suggest that they 
experienced great concern about the well-being of their babies from 
whom they were separated. We are not certain whether the pediatrician 
had personal contact with these mothers, but we feel this is an area 
in which these parents should be given greater support and an oppor- 
tunity to learn more intimately the exact physical status and progress 
of their babies. 

Fifty-eight per cent of the women questioned chose bottle feeding; 
40 per cent breast fed in the hospital. At the six weeks’ postpartum 
visit all the women who were successfully breast feeding (37 per cent) 
stated they would repeat this method. About go per cent of the women 
who had stopped breast feeding between their discharge from the 
hospital and their six weeks’ visit expressed the hope to try breast feeding 
again, Of the women who elected bottle feeding 8 per cent would 
change to breast feeding with their second child. 

Clearly the implication of these findings was the persistence in these 
mothers of the wish to breast feed. It would be helpful to give them 
support in the future so that they may fulfill their wishes and possibly 
become successful breast feeders. 

On the other side of the picture, the original bottle feeders found 
their choice a satisfying one. They seemed to have no doubts about 
the desirability of this method and will repeat this type of feeding 
with the next pregnancy. 

The next series of questions indicated that a great majority of the 
clinic population had help at home after leaving the hospital, but that 
they themselves were responsible for the care of the baby. Seventy 
per cent had had a great deal of anxiety about the baby’s crying, 15 
per cent relating it to feeding and a smaller percentage connecting it 
to bowel habits. 

After a six weeks’ interval, there was complete reversal with 70 per 
cent reporting no anxiety at the time of interview. In general, the 
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patients indicated much more security in their own handling of the 
baby by this time, but were most explicit about the crucial phase 
occurring in the first few days after home coming. 

Therefore, it seems mandatory to suggest the establishment of 
some channels of communication between the patient and the pediatric 
department or the Public Health Nurse. Through the medium of a tele- 
phone call, perhaps at specified hours on a designated day, mothers 
might call the hospital during their first week at home and thereby 
help resolve some of the immediate difficulties which seemed so 
overwhelming. 

One cannot help commenting on the complete change in attitude 
towards the hospital relationship between the antepartum and labor 
stages, and the postpartum period. The supportive relationship of the 
earlier periods was not sustained in the postpartum phase and when 
the patients were at home they felt they were completely alone with- 
out support. 

To the question, “Do you wish you could have had more experience 
handling a baby?”, the answers seemed paradoxical at first; 50 per cent 
replied in the affirmative and 50 per cent negative. Correlating this with 
the high degree of those who experienced anxiety about the care of 
the baby, suggested some further explanation. In analyzing the negative 
group, it became apparent that there was a type of woman who re- 
ceived little reassurance either by didactic lectures or by actually 
handling someone else’s baby. These mothers may be able to learn only 
through their own individual experience. Also a proportion of these 
women may have emotional difficulties which cannot be resolved 
through environmental aids. No teaching or experience will alleviate 
their anxieties and this group requires the type of aid which psycho- 
therapy can offer. 

However, the positive 50 per cent, those who wished to have more 
experience should encourage the hospital staff to continue with lectures 
and practical demonstrations, Of all those who attended the education 
for childbirth classes, there was unanimous, spontaneous and unsolicited 
praise for the help received. 

In dealing with the postpartum reactions of the husband, the limita- 
tions of the questionnaire technique were once more revealed. Eighty- 
four per cent were reported to be happy about the baby with almost 
the same-high proportion denying any depression in the husband, This 
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relatively strong degree of acceptance and the numbers of husbands 
who were designated as helpful may well reflect the desire of the 
wife to present a good picture to the interviewer. Because of the nature 
of the study it was only possible to determine the husbands’ attitudes 
through questioning the wives, whereas it would be more informative 
to question the husbands directly. 

In specific inquiries about the husbands’ activities a higher per- 
centage fed the baby than diapered it. Very few fathers got up at night 
for the baby but virtually all helped in preparing the formula. 

The advent of the baby seems to create a closer family unit, with 
36 per cent affirming more love for their husbands, and 47 per cent 
stating it was the same. None reported less. On the male side, there 
seemed to be no lessening of libidinal interest in the wife. All this may 
be colored by the patient’s lack of candor, 

On the female side, four women reported less libido and of these, 
all indicated a strong fear of subsequent pregnancy. 

Questions on physical reactions emphasize that 85 per cent feel 
completely well. Of the 10 per cent reporting difficulties the conditions 
were due to such complaints as headaches, backaches and fatigue. 
Answers about the emotional reactions to the pregnancy experience 
reaffirmed the positive feelings of the clinic patients; 80 per cent were 
happy about the experience and 65 per cent were satisfied to have a 
repetition of the event. Comparison of these patients’ postpartum 
answers with their antepartum replies showed that there was a trend 
of strong reversal from one stage to another. Whereas, in the ante- 
partum period, there were multiple fears and anxieties, in the postpartum 
stage many of these anxieties had probably been alleviated through the 
emotional experience of a successful pregnancy and labor. 

This finding emphasizes the importance of careful, thoughtful 
handling of primiparas. The nature of their reactions colors their whole 
obstetrical future. 

Recommendations: 1. An attempt should be made to enable closer 
communication between the mother and the hospital during the first 
few days of home-coming. This could be accomplished by phone calls 
or by some arrangement for home visits by the pediatrician or the 
Public Health Nurse. 

2. A rooming-in arrangement might influence and facilitate the 
incidence of breast feeding. 
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3. Education for childbirth classes should be continued and an 
attempt be devised to reach the resistant group. 


CoNCLUSIONS 


This has been a study to examine the nature of anxieties present 
among primiparas in a clinic setting. We have evaluated some of the 
effects of pregnancy, labor and puerperium. 

Anxiety of one kind or another is always present within the preg- 
nant woman.** In the great majority of women these can be allayed 
by the obstetrician or the nurse during the antepartum phase. Other 
anxieties may be neutralized by a successful delivery. At the six weeks’ 
postpartum visit the great majority of the primiparas seemed secure 
and satisfied with their experience. 

We are convinced that the concerted cooperation of the house 
staff, the nurses and the educational staff to allay anxiety have con- 
tributed to the gratifying experience of many of the patients. 

Although the clinic patient cannot enjoy the same relationship as 
the private patient with her individual doctor, nevertheless the ward 
patient can attain security within the clinic setting. Since a woman’s 
first experience in childbearing colors her entire approach to future 
pregnancies it behooves us to make a great effort toward this goal. 
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URRENTLY there is a clamor and outcry in the press about the widespread 
misuse of barbiturates with reports of accidental deaths and demands that 
these drugs be placed under strict control. This is not a new complaint. It was in 
response to just such a note of alarm that thirteen years ago the Committee on 
Public Health of The New York Academy of Medicine first deliberated on the 
value of barbiturates, the dangers of their misuse, and proper measures for their 
control. Two years later it formulated a code that set the pattern of control, a pattern 
that has been widely adopted. Now a rising chorus of protest over the existing 
situation has prompted the Committee to re-examine the problem of barbiturates. 
Definition: The barbiturates comprise a family of many chemical compounds 
of which barbituric acid is the parent. Some 53 years ago one of the derivatives was 
introduced into therapy under the name of veronal. Since then by substitution of 
an aliphatic or aromatic group, barbituric acid has yielded a large number of 
derivatives. Many have proved to be therapeutically useful. Each of these has a 
chemical name; in addition, it has either a popular name or a registered trade name. 
Since barbiturates are members of a series, all have essentially the same phar- 
macological and therapeutic action, but each shows an individuality. Hence, there 
are preparations containing two or more barbiturate derivatives; each such mixture 
is usually marketed under a registered proprietary name. Furthermore, pharmaccuti- 
cal manufacturers have added a small amount of barbiturates to mixed preparations 
in which it is not the main ingredient. It is said that the number of products con- 
taining barbiturates, including single, multiple and mixed ingredients, now 
exceeds 275. 


Use OF BARBITURATES 


The therapeutic uses of the barbiturates are several: hypnotic, sedative, anti- 
convulsant, anesthetic, and adjuvant with analgesics. Thus, one or more of these 
substances is the active principle in sleeping pills and in some of the tension- 
reducing preparations. They are, however, not to be confused with the newer 
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so-called tranquilizing drugs such as rauwolfia or chlorpromazine.* The barbiturates 
are also an almost indispensable therapeutic agent for the control of convulsions 
in epilepsy. Each drug in the barbiturate group is marketed and dispensed as an 
individual preparation; some are included in multi-ingredient prescriptions and 
products. As a group the barbiturates are rated among the ten most valuable drugs 
available to physicians, 

Their value is reflected in the extent of their use. In view of their properties it 
is perhaps not too surprising that the production and sale figures are very high. 
The total national production of barbiturates has shown a steady increase since 
World War II. In addition to their increased use as hypnotics, it is believed that 
pharmaceutical manufacturers more and more are incorporating small sedative 
doses of barbiturates in mixed preparations. Idestrém states that in the United 
States in 1948 the estimated consumption was 336 tons or 24 doses of 0.10 gm. 
per person as compared with an estimated consumption in 1952 in Sweden of 20 
tons or 29 doses of 0.10 gm. per person. 

From a study in 1954 Fazekas and Koppanyi assert that between three and 
four billion doses of barbiturates are legally prescribed by the medical profession 
in the United States annually. Assistant Commissioner Trichter of the New York 
City Health Department estimates that 12 per cent of all prescriptions compounded 
by pharmacists in this City contain one or another of the barbiturates. They are also 
dispensed on prescription on a large scale in England and Wales as was revealed 
by two analyses. Dunlop and associates examined 17,301 prescriptions covering the 
month of September 1949 and found that 1,636 or 9.4 per cent were for bar- 
biturates. In an analysis made by the Ministry of Health of 106,295 prescriptions 
issued during October 1954, 8.8 per cent were for barbiturates or preparations 
containing barbiturates. The percentage of all prescriptions in which barbiturates 
were the sole or principal agent in 1954 was 6.4 per cent. It is apparent that these 
highly useful drugs are widely used. 


MISUSE OF BARBITURATES 


In any consideration of misuse it is necessary at the outset to examine assertions 
concerning their allegedly promiscuous use. Parenthetically, it should be stated that 
consideration of promiscuous use at this point is restricted to usage of barbiturates 
at their usual hypnotic or sedative level; usage of them in excessive doses will be 
considered separately. By promiscuous use is meant their unrestricted, indiscriminate 
use when they are unnecessary, ill-advised, or contraindicated. It carries the con- 
notation of misuse. 

The allegation concerning barbiturates is two-fold. It has been charged that the 
public is obtaining barbiturates illegally and taking them without advice of a 
physician; and that some physicians are prescribing barbiturates irresponsibly. The 
argument is based in part upon the increasing annual production of barbiturates 
and the calculated per capita consumption of them. Taken alone this is scarcely a 
reliable argument. For an increase in consumption is not necessarily prima facie 
evidence of misuse. It has already been noted that pharmaceutical manufacturers 
* Some of the newer tranquilizing drugs which are growing in popularity as substitutes for the 


barbiturates may have similar hazardous effects. They have not been considered in this report 
because their use is as yet too brief to warrant an authoritative statement. 
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increasingly have incorporated small sedative doses of barbiturates in mixed 
preparations. 

As for the allegation against physicians, it is the opinion of Fazekas and Kop- 
panyi that the great volume and proportion of legally prescribed barbiturate prep- 
arations are mainly responsible for the widespread belief that barbiturates are used 
promiscuously in therapeutics. From their study on whether barbiturates were 
being promiscuously prescribed, they concluded that physicians were using bar- 
biturates for disturbed states because there was no specific or an equally good 
therapeutic product available. In the opinion of these investigators the physicians 
were using the barbiturates rationally and with full knowledge of the limitations; 
and they were waiting only for the advancement of medical science to provide an 
effective therapeutic alternative or preferably replacement. Fazekas and Koppanyi 
predicted that if physicians had “‘at their disposal truly etiotropic drugs for anxiety 
and tension states, they would certainly not prescribe barbiturates.” 

The wide prevalence of psychiatric complaints among the population must add 
up to a large volume of legitimate therapeutic need. In applying the proper 
rationale to meet this need physicians have little latitude of choice. Prescriptions 
of barbiturates to meet this need would not per se be promiscuous. Rather, it would 
be a discharge of inescapable responsibility with the most effective therapy available. 

Categories of Misuse: Like many things of value, barbiturates are undoubtedly 
misused, When there is use in excessive amounts and overdosage or in conjunction 
with alcohol, that indubitably is misuse. This misuse falls into five categories 
according to attendant circumstances. 

The first type of misuse is prolonged use of barbiturates in slightly excessive 
amounts. Some individuals may be of such unstable personality as to rely upon 
barbiturates to enable them to face the real or fancied tension of their daily lives. 
Thus, because barbiturates afford relief from anxiety, tension and conflicts, they 
lend themselves to habitual self-medication at a slightly increased dosage, par- 
ticularly in disturbed states for which there is no specific therapy. 

Secondly, barbiturates may be misused as a substitute for narcotics or alcohol. 
Narcotic addicts who are temporarily unable to obtain the narcotic of their choice 
may turn to barbiturates. Alcoholics may resort to barbiturates to relieve the tremor 
and nervousness following a drinking episode. Another variety of misuse in this 
category is the ingestion of barbiturates following drinking of alcohol; or vice 
versa. Large doses of barbiturates may be taken inadvertently during a period of 
alcoholic intoxication. Then too, some individuals deliberately combine alcohol 
and barbiturates to obtain a brief but intense exhilaration, which is of course 
followed by profound intoxication and narcosis. This is a highly dangerous 
practice; for, as pharmacologists have repeatedly warned, these drugs in combina- 
tion have a potentiating action which magnifies the effects of each. 

The remaining three categories have to do with episodes of overdosage of 
barbiturates which occur either accidentally or intentionally. A person who wants 
only to obtain rest during a period of extreme stress may take an excessive amount 
of a barbiturate. Usually he is seeking a quick and full effect; he wants to make 
sure that he will fall into a deep sleep without delay. Perhaps he subscribes to the 
old adage that if a little is good, a lot is better. At the same time he is unfamiliar 
with the dangers of barbiturates. As a result he may increase the dosage and 
consume a quantity far in excess of that required to produce a night's sleep. 
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More frequently an unintentional overdose occurs because a person ingests 
additional doses after failure of the usual hypnotic dose to produce sleep. After a 
person takes one or two sleeping pills, he may enter into a twilight zone of mental 
confusion and forgetfulness instead of dropping off to sleep. In this state he for- 
gets that he has already taken the pills; he takes more. Thus, he accidentally ingests 
excessive amounts of barbiturate while he is in a semi-stuporous state induced by 
the original dose. This sequence is known as automatism. 

In addition to these episodes of overdosage which are purely accidental or 
inadvertent, in others the intent is suicide. Hence, barbiturates are misused as a 
means of self-destruction. Indeed, they are a popular choice. Yet judged by their 
relative effectiveness, it is a less perfect choice for the purpose than numerous other 
methods. Nevertheless, it represents the gravest misuse of these valuable drugs. 

In sum, whatever the motive and attendant circumstances, persons may increase 
the amount of barbiturate ingested to the point where an episode of acute poisoning 
occurs. Not infrequently it terminates fatally. 

Effects of Misuse: The effects of misuse of barbiturates may be considered 
under three headings: habituation and addiction; chronic intoxication; acute poison- 
ing. Because barbiturates afford relief from anxiety, tension and conflicts, they 
lend themselves to habitual use, especially since there is no specific therapy to 
supersede them. There is a difference of informed opinion as to whether they 
should be termed addicting or habituating drugs. It may be helpful to consider a 
definition of terms. 

To most laymen the word “‘addiction” simply means a bad habit. To experts 
it means more than that, but they differ on its definition. According to phar- 
macologists the significant element in addiction is dependence, either physical or 
emotional. Tatum and Seevers have defined addiction as “a condition developed 
through the effects of repeated actions of a drug such that its use becomes necessary 
and cessation of its action causes mental or physical disturbances.’’ However, Isbell 
and Fraser do not regard this definition as acceptable to physicians and social 
workers who have to handle addicts. They state that the concern about addiction 
is ‘not because individuals who use drugs become dependent but because the effects 
of the drug are harmful both to the individual and society.” This view is reflected 
in Vogel, Isbell and Chapman's definition of drug addiction “as a state in which 
a person has lost the power of self control with reference to a drug and abuses the 
drug to such an extent that the person or society is harmed.” 

In their review of the subject, Isbell and Fraser state that the Drug Addiction 
Committee of the National Research Council reached a definition of drug addiction 
which represents a compromise between a formulation based on dependence and 
that based on harm to the individual or society. It is: ‘Addiction is a state of 
periodic or chronic intoxication, detrimental to the individual and to society, pro- 
duced by the repeated administration of a drug. Its characteristics are a compulsion 
to continue taking the drug and to increase the dose with the development of psychic 
and, sometimes, physical dependence on the drug's effects. Finally, the development 
of means to continue the administration of the drug becomes an important motive 
in the addict's existence.” 

Isbell and Fraser then point out that physical dependence is not an essential 
part of this definition; and that psychic dependence, although a necessary, is not a 
specific and distinctive characteristic. In their opinion the latter adds nothing to 
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the definition. They express their preference to return to their original position in 
defining addiction “as a state of periodic or chronic intoxication in which an 
individual compulsively abuses a drug to such an extent that the individual or 
society is harmed.” 

While agreeing that an addicting drug produces harm to an individual or 
society, the Committee would place emphasis on dependence and, for purposes of 
differentiation, particularly on physical dependence. Perhaps the best way to under- 
stand addiction is to distinguish it from “habituation.” “Habituation,” so far as 
the use of drugs is concerned, signifies an emotional dependence resulting from 
repeated use; administration of the drug may be discontinued without disturbance 
of bodily functions. In contrast, “addiction is considered to be an altered condition 
of the cells, tissues and organs of the body, brought about by the continuous 
administration of a drug; cessation of use causes painful physical as well as mental 
disturbances. In brief, habituation refers to the condition in which psychological 
stress appears upon abstinence; while addiction pertains to the condition in which 
physical signs also occur upon withdrawal. 

Vogel, Isbell, and Chapman assert that barbiturates fulfill all three criteria of 
addiction: development of tolerance, habituation, and physical dependence. They 
report that when barbiturates are withdrawn abruptly from patients who have 
been taking 12 grs. or more daily for several weeks, convulsions and acute 
psychotic reactions appear. From these results they are emphatic in declaring that 
the derivatives of barbituric acid are addiction-producing drugs since they can 
bring about not only psychological but also physical dependence. It would appear 
therefore that physical withdrawal symptoms occur when large amounts of bar- 
biturates have been ingested over a period of time. Under these conditions it is 
probably accurate to refer to barbiturate addiction. 

The Expert Committee of the World Health Organization, after considering 
the problem, concluded “that the barbiturates must be considered drugs liable to 
produce addiction, [and} dangerous to public health, although differentiation 
among them with respect to the intensity of this liability cannot be made at 
this time.” 

After weighing all the evidence it is the opinion of the Committee on Public 
Health that true addiction manifested by physical dependence with withdrawal 
symptoms may follow prolonged high dosage of barbiturates. But, the Committee 
emphasizes that the symptoms of addiction with barbiturates are produced only 
under these specific conditions; and that these conditions do not commonly occur. 

Of equal if not greater concern is the question relating to potential dangers of 
prolonged ingestion of barbiturates in small amounts. It may be pointed out that the 
habitual daily use of small or moderate doses of barbiturates under medical super- 
vision has been continued for many years without evidence of harmful effects. Only 
low grade tolerance is developed under such circumstances; therefore the tendency 
to increase of dosage to obtain adequate effects is minimal. This is a sharp point of 
distinction between barbiturates and opiates. Although psychic dependence on these 
substances may develop, it is believed not to be injurious. It is like habituation to 
coffee or tobacco. From these observations it is the belief of the Committee on 
Public Health that the habitual daily use of barbiturates at therapeutic levels, even 
for long periods, is not perforce injurious. It should not be necessary to add that 
this pronouncement does not connote approval of or condone the use of barbi- 
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turates for whatever length of time without valid reason and medical supervision. 

Like almost every form of medication, barbiturates when misused are capable 
of producing toxic effects and even death. Through regular, prolonged use of 
barbiturates in excessive amounts chronic intoxication develops. The symptoms of 
this toxic cumulative action are mainly mental, psychic and neurological. Specifically, 
these manifestations are: muscular incoordination, slurred speech, inability to per- 
form skilled acts, as well as mental symptoms, such as confusion, abnormal behavior, 
impaired judgment, and possibly hallucinations. 

Acute intoxication results from an overdose, either accidental or suicidal, on 2 
single occasion. It may be mild, moderate, or severe in degree depending upon 
whether the person remains conscious, or becomes semicomatose, or comatose. Mental 
and neurological disturbances are the principal symptoms. In the severe form unless 
prompt and energetic therapeutic measures are instituted, the outcome may be fatal. 
The degree of intoxication and the issue depend on the type of barbiturate, the 
dosage, and the patient's constitution and physical status. 

Prevalence of Misuse*: It is difficult to derive accurate figures on the total pre- 
valence of misuse of barbiturates because data in one or more categories are un- 
trustworthy or unobtainable. For example, the general public seems to be familiar 
with the sedative and somnifacient effects of barbiturates; but no one can state 
reliably how many persons are obtaining barbiturates illegally and taking them in 
the usual or slightly higher sedative or hypnotic dose without medical supervision. 

ADDICTION: Reliable data indicating the extent of true addiction, that is, pro- 
longed daily ingestion of very large quantities of barbiturates, are not available. 
Despite the total quantity of barbiturates used, the figure for addiction is believed 
to be insignificant; for, addicts are not frequently encountered. Addiction is prob- 
ably limited to persons who, if the barbiturates were not available, would take 
excessive quantities of alcohol or other drugs. 

Of 919 barbiturate poisonings in New York City in 1954, 36 were said to be 
in barbiturate addicts. 

POISONINGS: Due to inadequate report procedures the prevalence of chronic 
poisoning is not known. Data are therefore exclusively on acute poisonings. These 
may be conveniently classified under the headings non-fatal and fatal. 

NON-FATAL POISONINGS: Not all cases of barbiturate poisoning are fatal. 
The non-fatal cases may require treatment in a hospital. It is reported that in 
England and Wales the number of cases requiring hospital treatment has increased 
in recent years. In the United States about one-fifth of all instances of drug poison- 
ing are due to barbiturates. It is estimated that one in every 2,000 admissions to 
hospitals is for acute barbiturate poisoning. 

Figures on the incidence of non-fatal poisonings in New York City since 1945 
are available by years. Under Article 7, Section 86 of the Sanitary Code of New 
York City it is the duty of persons in charge of hospitals and of physicians to report 
poisoning, whether acute or chronic, by drugs due to self-medication or on prescrip- 
tion. The non-fatal poisonings are reported to the Bureau of Preventable Diseases 
of the Department of Health and from there to the Poison Center of the Depart- 
ment. The rate of total non-fatal poisonings, including both categories, has risen 
steadily in New York City from 1945 to 1954. Indeed, it has more than doubled 


* Where rates are reported, they are based on per million population, total, male, or female. 
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Fig. 1. Deaths from barbiturates in England and Wales, 1939-54. Rate per million population. 
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over that period. The rate was 35.4 for 1945; it reached 61 in 1948; and became 
97 in 1954. 

Non-fatal poisonings comprise two categories: poisonings under accidental or 
undetermined circumstances, and unsuccessful suicidal attempts. Locket and Angus, 
reviewing 64 consecutive cases entering Oldchurch Hospital in England in the four 
preceding years, found that 49 at least were suicidal attempts. Moreover, of all cases 
of attempted suicide admitted alive during the four years, barbiturates were the 
chosen agents in more than 80 per cent. 

Analysis of the rates of non-fatal poisonings in New York City between 1945- 
1954 reveals that unsuccessful suicidal attempts constituted the major category 
every year, sometimes by a ratio of 2:1. The rate for attempted suicide was 22.4 
per million living population in 1945; it became 42 in 1948; it rose to 58 in 1950; 
it dropped to 37 in 1952; and returned to 57 in 1954. In contrast, the rate for 
accidental and undetermined non-fatal poisonings did not exceed 20 per million 
population until 1949; it became 30 in 1953; and 40 in 1954. It is apparent that 
the rate of total non-fatal poisonings has increased and that unsuccessful suicidal 
attempts contribute the major portion. 

FATAL POISONINGS: TOTAL DEATHS: The data on deaths from barbiturate 
poisoning are much more reliable than those on morbidity. Figures are available for 
England and Wales, the United States and New York City. 

For England and Wales the rate of total deaths from barbiturate poisonings 
was 1.36 in 1939, and remained between the range of 1.7 to 2 until 1945 when it 
became 2.5. Thereafter it has increased steadily to become 13 in 1954 (Figure 1). 
If the five-year period from 1939-1943 be compared with a later period of similar 
length, 1950-1954, the average rate of fatal poisonings during the latter shows a 
sixfold increase, 1.8 versus 10.5. 

In the United States the rate for total deaths from barbiturate poisoning was 
3.23 in 1939, and remained in a range not exceeding 4.3 until 1945 when the 
rate was 5.7. It reached 7.6 in 1949; thereafter it declined and has remained be- 
tween 6 to 6.5 from 1951 through 1954 (Figure 2). If the average rates for two 
five-year periods be compared, 1939-1943 and 1950-1954, it is found that the 
figure for the later period is slightly less than twice as high, 3.6 versus 6.5. 

For New York City the rate was 5.7 in 1939; it gradually increased to 9 in 
1943; it jumped to 17.7 in 1944; it reached 27.3 in 1950; it declined slightly over 
the next three years; and then rose to 25.9 in 1954 (Figure 3). The average rate 
for the period 1950-1954 was 24.3; it was three times higher than the average 
rate of 7.4 for the earlier span, 1939-1943. 

Comparison of the three sources of data reveals that the rate for total deaths 
from barbiturate poisoning was higher in New York City for every year from 
1939 through 1954 than were the rates for either England-Wales or the United 
States (Figure 4). From 1939 to 1949 the rate for the United States was higher 
than that for England-Wales. Thereafter the reverse was true. For 1954 the rate 
for England-Wales was about twice as high as that for the United States. The com- 
parative order of average rates for 1950-1954 was: United States 6.5; England and 
Wales 10.5; New York City 24.3. 

For both males and females in England and Wales the rate of fatal poisonings 
has risen steadily from 1939 through 1954 (Figure 1). Except for one year, the 
rates for females were slightly higher. The average rates for the period 1949-1953 
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Fig. 2. Deaths from barbiturates in the United States, 1939-54, Rate per million population. 
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were: male 8.1; female 10.2. Figures on the distribution of fatal poisonings by sex 
in the United States are available only from 1949 through 1953. During that period 
the rates for both sexes declined; the rates for females were slightly higher than 
for males (Figure 2). The average rates were: male, 5.7; female, 7.7. 

Until 1944 the rate for fatal poisonings for males in New York City ranged 
between 6 to 7.7; in 1944 it jumped to 17; in 1950 it reached a high point of 27.7; 
and declined thereafter to a value of 23 in 1953 (Figure 3). The rate for females 
was 5.3 in 1939 and increased steadily until it reached 10.7 in 1942; it jumped 
to 18.4 in 1944; and reached its peak of 31.3 in 1946. For the next seven years it 
fluctuated rather narrowly between 20.3 and 23.1 except for the year 1950 when it 
was 27. Up to 1948 the female rate was higher than the male but thereafter the 
male has been higher. The average rates for the five-year period 1949 through 
1953 were: male 24.4; female 23.2. 

Fatal poisonings comprise two categories: death under accidental or undeter- 
mined circumstances and suicide. 

DEATH UNDER ACCIDENTAL CIRCUMSTANCES: For England and Wales the rate 
for accidental death from barbiturate poisoning was 0.3 in 1939, and rose gradually 
to become 4.1 in 1954 (Figure 1). For the United States the rate for fatal barbi- 
turate poisonings under accidental circumstances was 1.5 in 1939; it remained at 
approximately that level until 1945 when it reached 2.8; its high point was in 
1949 with a rate of 3.1. In 1951 it declined and from 1952 to 1954 it was 2.1 
(Figure 2). 

The trend of rates for New York City over the same period has been highly 
irregular (Figure 3). The rate for fatal poisonings under accidental circumstances 
was 2.4 in 1939; it reached three peaks of 10.1, 10, and 12 in 1946, 1950, and 
1952 respectively; and then dropped precipitately to 3.1 in 1954. For each of the 
three census areas the average rate of the period 1939-1943 compares with that of 
1950-1954 as follows: England and Wales, 0.74 to 3.34; United States, 1.65 to 
2.27; New York City, 3.1 to 8.2. It may be seen that in England and Wales the 
rate increased almost five-fold; in the United States, one and one-half times; and 
in New York City two and one-half times. 

Comparing the three sources of data over the years 1939 through 1954 the 
rates were highest in New York City (Figure 4). Up to 1950 the rates were 
higher and thereafter lower for the United States than for England and Wales. 

The sex distribution of rates for fatal barbiturate poisoning under accidental 
circumstances in the data of England and Wales shows a higher figure for females 
for all except four of the sixteen years (Figure 1). In 1939 the rate was 0.2 for 
males, 0.5 for females; in 1954, 3.2 for males and 5.1 for females. The average 
rates for the period 1949-1953 were: male 2.5; female 3.3. During that period 
in the United States the rates for both sexes declined (Figure 2). In 1949 they 
were 2.9 for males and 3.4 for females; in 1953 they were 1.9 for males and 2.3 
for females. 

For New York City from 1939 through 1943, the rate for males fluctuated 
narrowly between 2.5 and 3; it became 6.6 in 1944, and from 1946 through 1953 
it was within the range 7.7 to 9 except for 1950 when it was 11 and 1952 when it 
was 11.5 (Figure 3). The rate for females from 1939 through 1953 had a general 
trend upward but it fluctuated with peaks at several points. From 1939 through 
1941 it did not exceed 2.9; over the next three years it ranged between 4.4 and 
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Fig. 3. Deaths from barbiturates in New York City, 1939-54. Rate per million population. 
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5.4; it had peaks of 11.8 in 1946, 9.1 in 1950, and of 12.5 in 1952; then dropped 
to 8.4 in 1953. The male rate was in excess of the female rate for ten of the 
sixteen years, but the course was irregular. The averages for the period 1949 to 
1953 were: male 9.5; female 8.6. 

From 1918 to 1930 accidental and undetermined fatal poisonings from mor- 
phine exceeded in absolute numbers those from barbiturates. After that period a 
reversal in the ratio occurred. For example, in 1922 the ratio was 5:1 with mor- 
phine predominant. In 1954 the ratio was likewise 5:1 but barbiturates were 
predominant. 

DEATHS FROM SUICIDE BY BARBITURATES: In England-Wales during the period 
from 1939 through 1954, the suicide rate by all methods tended to fluctuate within 
a narrow range without showing a definite upward or downward trend. The rate 
for suicide from barbiturate poisoning, however, after having remained fairly 
uniform up to 1945, then underwent a rapid rise (Figure 1). Starting at 1 in 1939, 
the rate became 1.4 in 1945 and reached 8.8 in 1954. If the five-year period from 
1939 through 1943 be compared with a later period of similar length, 1950 
through 1954, the average rate of deaths by suicide increased seven-fold, from 1 to 
7.1 per million. 

In the United States the suicide rate from barbiturate poisoning fluctuated from 
1.6 to 2.6 from 1939 to 1944, inclusive; thereafter it rose steadily to reach a level 
of 4.5 during 1949 and 1950; it declined slightly during the next three years and 
then moved upward to 4.4 in 1954 (Figure 2). The average rate for 1950-1954 
was double that for 1939-1943; 4.2 compared with 2. 

In New York City from 1939 through 1943, the rate for suicide by barbiturate 
fluctuated narrowly between 3.2 and 5; it jumped to 12 in 1944 and moved rather 
unevenly to reach 22.8 in 1954 (Figure 3). The average rate for 1950 through 
1954 was almost four times that for 1939 through 1943; 16.1 as against 4.3 
per million. 

Upon comparing the three sources of data over the sixteen-year period 1939 
through 1954, the rates are found to be in the following ascending order: the 
United States, England-Wales, New York City (Figure 4). For the last five years 
of that period the average rate for England-Wales has been 1.7 times that for 
the United States; that for New York City has been 2.2 times that for England-Wales 
and 3.8 times that for the United States. In 1939 Hambourger noted that in the 
United States the incidence of suicides was nearly twice as high in large cities as in 
the whole nation. 

The sex distribution on the suicide rate by barbiturate poisoning for England- 
Wales shows that for the period 1939-1954 the rates for female suicides have with 
the exception of one year been higher than those for the males. The average rates 
from 1949 through 1953 were: males, 5.6; females, 6.9. Contrastingly, when total 
suicide rates by all methods are considered, the male rates have been consistently in 
excess of the female. From 1949 through 1953 in the United States the rates for 
barbiturate suicides for the females were consistently slightly higher than for the 
males. The averages were: males, 3.4; females, 5. The distribution by sex of the 
suicide rate from barbiturate poisoning in New York City from 1939 through 1953 
does not show a consistent trend. The averages for the period 1949 to 1953 were: 
male, 14.9; female, 14.6. 

From a study of the England-Wales data Brooke found that the increase in 
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suicide rates from barbiturate poisoning from 1942 to 1954, inclusive, was more 
pronounced at ages 45 and upwards. In the age group 45-64 the rates for three 
years by sexes were: 1942, males 1.6, females 1.5; 1948, males 7.3, females 8.6; 
1954, males 14.9, females 18.1. The rates in the age group 65 and over were: 
1942, males 0.6, females 0.4; 1948, males 5.1, females 6.3; 1954, males 12.8, 
females 24.4. It was remarked that it was in these age groups that one would 
expect to find most of the cases of depression and insomnia for which barbiturates 
might be prescribed. 

The distribution of the death rate from barbiturate poisoning on the basis of 
attending circumstances yields striking results. Of the average death rates from 
barbiturate poisoning during 1950 to 1954, inclusive, in England and Wales, the 
United States, and New York City, the percentages due to suicide were respectively: 
67.6, 64.6, and 66.2. Thus in all three areas suicides account for about two-thirds 
of the deaths from barbiturate poisoning. 

From the England-Wales experience, Brooke commented that a preference has 
been shown lately for using barbiturates as suicidal agents rather than some other 
lethal means. This is likewise true in New York City where of recent years bar- 
biturates have become the method of choice for suicide. 

TOTAL POISONINGS: NON-FATAL AND FATAL: From the data on total poisonings 
in New York City, both fatal and non-fatal, from 1945 to 1954 inclusive, it is found 
that the rate was 57.6 in 1945; it increased steadily until it reached 111.1 in 1950; 
for the next three years it was below 100; but in 1954 it reached the peak of 123.3 
per million living persons, The rate for 1954 was more than twice that of 1945. 
Of 491 cases of barbiturate poisoning in New York City studied by occupation, 40 
per cent were in housewives, theatrical performers, clerks, unemployed and factory 
workers with housewives leading all others combined in this group by almost 2:1. 

The total rate may be separated into two categories: non-fatal and fatal poison- 
ings under accidental and undetermined circumstances; attempted suicide and suicide. 
It is interesting to examine the composition of this total rate to ascertain the trend 
and proportion of each component. 

NON-FATAL AND FATAL POISONINGS UNDER ACCIDENTAL CIRCUMSTANCES: 
Barbiturate poisonings under accidental circumstances, both non-fatal and fatal, in 
New York City have shown an upward trend with some fluctuation over the ten- 
year period 1945-1954. The rate in 1945 was 21.4; in 1954, 43.4. Thus, over this 
span the rate has more than doubled. 

ATTEMPTED SUICIDE AND SUICIDE: The rate for attempted suicide and suicide 
from barbiturate poisoning in New York City was 36.2 in 1945; it increased 
steadily to reach 75.7 in 1950; it declined during the next two years; and then 
resumed its climb to reach 79.8 in 1954. Here again the rate over the ten year span 
has more than doubled. 

For every year from 1945 through 1954, the rate for combined suicidal attempts 
and suicide was greater than that for combined non-fatal and fatal poisonings under 
accidental circumstances. In four of the years the rate was more than twice as high 
for attempted suicide and suicides than it was for poisonings under accidental cir- 
cumstances. Over the five-year period, 1950-1954, almost two-thirds of the barbitu- 
rate poisonings, both fatal and non-fatal, were by self-destructive intent rather than 
by accident. 

Source of Supply: It is abundantly clear that there has been an increase in the 
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use of barbiturates; it is equally apparent that it has been accompanied by an incrcase 
in the misuse of them. But there is sharp difference of opinion over the source 
of supply which contributed to the misuse. It is convenient to consider this issue 
over the source under the headings: misuse of a prescription, and misuse without 
a prescription. 

MISUSE OF PRESCRIPTION: To be considered under this topic is the charge that 
many of the prescriptions for barbiturates are unwarranted, ill-advised or contraindi- 
cated. This point has already been discussed under promiscuous use. The extent 
to which prescriptions include barbiturates was also cited there. It has been 
pointed out that from such information as is available the physician is prescribing 
barbiturates justifiably for symptomatic relief in patients who have actual com- 
plaints, and that if specific remedies were available he would gladly turn to them. 

Sleeplessness and tension are probably the two most frequent complaints for 
which the physician prescribes barbiturates. Locket and Angus report that in 62 
out of 64 cases of barbiturate poisoning, the barbiturate was prescribed for the 
patient by his medical practitioner; and in more than 90 per cent it was given for 
insomnia either alone or as the major complaint. Certainly such a therapeutic 
measure by a physician is neither irrational nor unwarranted. On the contrary, the 
physician is performing his professional duties by the best method available to him. 

Another part of the same charge concerning prescriptions for barbiturates is 
based on their being a source of supply for suicides. Of the 64 patients with barbi- 
turate poisoning reported by Locket and Angus, 49 were suicidal attempts; nine had 
made one or more previous attempts. Nineteen were diagnosed as having a severe 
depressive state; twelve had severe social and domestic disturbances. Some of the 
patients had previously been in mental hospitals. All had obtained barbiturates by 
prescription. On studying the source of supply in 718 cases of barbiturate poison- 
ing in New York City, Trichter found 52 per cent had obtained the barbiturate 
On prescription from a physician. 

In these instances, critics question whether the prescriptions for barbiturates 
were not ill-advised and contraindicated. The inference is that the physician may 
have exercised poor judgment and failed to establish adequate precautions. A fair, 
pertinent, and significant question is: What would have happened to patients who 
committed suicide by a barbiturate if the physician had not prescribed it? It is 
not improbable that they would have obtained it from another source or would have 
chosen another means of self-destruction. 

This opens up the entire subject of suicides, not just those from barbiturates. It 
is beyond the scope of this report to go into that subject in all its ramifications. But, 
for present purposes it should be stated that some patients may give no indication of 
contemplated self-destruction. Furthermore, when patients issue threats or declare 
intentions, they seldom utter them in the presence of the physician, and the family 
either dismisses them or fails to transmit the information. Consequently, all too 
frequently the physician is not alerted to the possibility of suicide. Moreover, not 
all persons who issue threats carry them out. Thus it is not easy to reach a decision 
about the probability of suicide in a patient. Nor is the course of preventive action 
simple and unobstructed. The patient, or the family, or both, may resist recom- 
mendations of supervision and institutionalization. What is virtually demanded is 
an infallible method of detecting prospective suicides and of thwarting their plans, 
often without recourse to hospitalization. This, the physician does not have. Yet he 
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must try to bring relief to patients from their complaints. When the situation is 
viewed in its broad frame, it is at least an open question whether the physician's 
prescription for a barbiturate to relieve insomnia, anxiety or tension is ill-advised 
or contraindicated on the grourids that the patient might commit suicide. 

The second type of alleged misuse of prescriptions for barbiturates is the charge 
that the therapeutic prescription from the physician is very often for amounts 
beyond the immediate need of the patient. It is probably true that in an attempt to 
relieve the patient of expenditure of time and money in repeated office visits, the 
physician may issue prescriptions for barbiturates in excess of the patient's immedi- 
ate need. Unfortunately some patients cither cannot or will not exercise due judg- 
ment in taking the medication as directed; some may save their pills for suicidal 
purposes. The Lancet has reported on two persons who committed suicide, both of 
whom had been given a fortnight’s supply of barbiturates. One had received 72 
tablets ten days before his death, of which only four remained. There are no data 
to indicate the frequency with which physicians prescribe barbiturates in unreason- 
ably generous amounts. 

As a third type of misuse of prescriptions it is said that pharmacists and physi- 
cians collaborate in dispensing barbiturates indiscriminately but technically in a 
legal manner. It is asserted that the pharmacists sell barbiturates to persons with no 
prescription at the time of sale but subsequently the transaction is covered by a 
collaborating physician who provides a prescription without seeing the patient. 

In the fourth type of misuse of prescriptions, the pharmacist is alleged to dis- 
pense barbiturates beyond the amount specified in the prescription. Commenting 
on the seeming unreasonableness of having to return later for an additional supply, 
the customer asks whether a greater amount than specified in the prescription can 
be sold. It is conceivable that some pharmacists may yield to accommodating the 
customer by meeting his request. 

At present there are no figures to indicate the number of instances in which 
these various types of misuse of prescription occur. By some there is said to be 
flagrant abuse and that it constitutes a considerable source of supply for potential 
misuse. Others regard this source of supply as negligible. 

WITHOUT A PRESCRIPTION: In considering source of supply there is another 
category comprising the various ways in which barbiturates are obtained without a 
prescription. Three different types of procedure fall under this heading. In the 
first, the retail pharmacist is said to dispense barbiturates without a prescription. 
Where there are legal provisions which require the pharmacist to keep records on 
the purchase and distribution of barbiturates, these violations are detectable and 
subject to prosecution. However, the inadequacy of enforcement even in these areas 
makes the figures on violations extremely unreliable. 

The second source of supply without a prescription is from friends and neigh- 
bors who usually act from a motive of helpfulness. When a person complains of 
insomnia or anxiety, a well-intentioned friend with a similar complaint may 
provide barbiturates out of his supply. 

The third source of supply of barbiturates, it is asserted, is illegal traffic with a 
black market. By some this is regarded to be the major source of supply of barbitu- 
rates and responsible for most of the potentialities of misuse. It is alleged to be a 
vast, gigantic operation. In an article on the subject, The New York World-Tele- 
gram and Sun detailed the four channels which operate outside the usual phar- 
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maceutical routes. First in the illicit trade are export-import firms which obtain their 
supply from the wholesale druggist. All that the export-import firm needs is a 
letterhead and a telephone number; for these may be the only credentials on which 
the wholesaler checks. A second type of illicit operation is by deception and mis- 
representation in which supply houses and even pharmaceutical houses are the vic- 
tims. A person interested in peddling barbiturates at a fantastic profit has a 
fictitious physician's letterhead or prescription blank printed and on the basis of it 
places orders with supply houses. The third source of supply which is said to fall 
into illegal channels is samples for physicians. Reputedly there are 200 different 
brands of sleeping pills and 1300 drug houses compound and package one or more 
preparations. In order to encourage the sale of their products, these companies 
regularly send samples to physicians. A widespread amount of these products is 
said to contribute to the vast illicit traffic. 

On the other hand, this image of a vast illegal traffic is not shared by all 
authorities. Some assert that there is no evidence of production of barbiturates in 
the United States designed exclusively for illicit sale. They add that although the 
extent of diversion of barbiturates from legitimate to illegitimate channcls is un- 
known, the infrequency of charges of this practice would lead to the belief that it is 
comparatively small. 


PREVIOUS RECOMMENDATIONS BY THE 
COMMITTEE ON PUBLIC HEALTH 


In 1943 in the belief that barbiturates were being sold indiscriminately, the 
Commissioner and Deputy Commissioner of Health of New York City requested 
the Committee on Public Health to consider the subject and to recommend a solu- 
tion. At that time the Sanitary Code of New York City included barbiturates among 
the harmful drugs which could not be dispensed without a written prescription. It 
further provided that any prescription containing barbiturates should not be 
renewed or refilled by a pharmacist if it bore any indication to that effect. 

The Health Department was of the opinion that in the indiscriminate use of 
barbiturates the supply was from two sources: 1) over-the-counter sale by phar- 
macists; 2) refilling of prescriptions by pharmacists. As a possible control of the 
second source the Deputy Commissioner suggested an alternative: 1) to prohibit 
the refilling of all prescriptions containing barbiturates, a procedure that admittedly 
might be highly unpopular; or 2) to undertake an educational campaign among 
physicians to make more frequent use of their prerogative to limit prescriptions to 
a single filling. The opinion of the Committee on Public Health was sought 
concerning the desirability of these proposals. 

The Committee stated its belief that it was inadvisable to prohibit the refilling 
of all prescriptions containing barbiturates since such a policy would work an undue 
hardship on those patients who might be required to use barbiturates continuously; 
for example, epileptics. As for the alternative course of action, the Committee 
doubted whether physicians should be asked to antagonize patients by writing ‘‘non- 
refillable” on prescriptions inasmuch as the physicians’ motives would certainly be 
misconstrued. 

The Committee recognized two other methods by which the sale of barbiturates 
might be further controlled: 1) the Sanitary Code might be revised to provide that 
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prescriptions for barbiturates should not be refillable unless the physician indicated 
otherwise; and 2) prescriptions for barbiturates might carry an expiration date of 
six months or perhaps a year. Exceptions might be made for prescriptions in which 
the barbiturate was not the main ingredient. 

After consideration of all the aspects, the Committee reached the conclusion that 
the use of barbiturates did not then constitute a sufficient problem in public health 
to warrant the adoption of any measures for restriction beyond those then in the 
Sanitary Code. It was believed that the production of barbiturates was not unduly 
large in view of the number of epileptics. Moreover, the Committee reasoned, fur- 
ther control of the sale of barbiturates would not materially reduce the number of 
suicides, since a person bent on self-destruction by barbiturates could go from 
physician to physician in order to obtain a sufficient quantity or could resort to 
other methods of suicide. The Committee summarized its position: ‘In view of the 
fact that the barbiturates do not present a large public health problem from the 
point of view of suicides, toxic psychoses, addiction, or chronic poisoning, and 
since the suggestion for the further control of their sale by the Department of 
Health would cither work a hardship on those who must use these drugs almost 
continuously, or would place physicians in an unnecessarily difficult position, or 
would prove unenforceable, the Committee is of the opinion that no revision in 
the Sanitary Code should be recommended at the present time.” 

Because of the reported growth of illicit trade in barbiturates and the increase 
in accidental poisonings and suicides by them, the Committee on Public Health in 
1945 at the request of the Commissioner of Health of New York City again 
considered the desirability of extending restrictive measures regarding their sale 
and distribution. The Commissioner submitted to the Committee a draft of proposed 
regulations which had been formulated in cooperation with the New York office 
of the Federal Bureau of Narcotics. 

After studying the problem and the suggested proposals, the Committee came 
to the conclusion that stricter measures of control over the sale and distribution 
of barbiturates were warranted. The suggested extension of control, however, was 
not to operate to interfere with the freedom of physicians in their practice; rather, 
it was aimed to guard against misuse of barbiturates by the dispenser and the user. 

The Committee recommended the following specific regulations: 

1. Prescriptions should be refillable when so indicated by the issuing physician; 
but such prescriptions should indicate a minimum interval between renewals and 
the total number of renewals. No prescription containing a barbiturate should be 
refilled after six months from the date of issuance. 

2. Pharmacists should not reveal the content or furnish copies of prescriptions 
to patients. 

3. Prescriptions should carry suitable information about the identity of the 
patient and the prescriber. 

4. In an emergency a physician should be allowed to transmit to a pharmacist 
by telephone a prescription for not more than six average doses of barbiturate drugs 
provided a written prescription is supplied to the dispensing pharmacist within 
72 hours. Should the pharmacist fail to receive such a written confirmation, he 
should notify the Health Department of the omission. 

5. Proper records of dispensed barbiturates should be kept by physicians, den- 
tists and veterinarians. 
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6. Manufacturers, wholesalers and jobbers should maintain suitable records of 
sales and distribution, and inventories of stocks. 

7. Pharmacists should keep records of bills of purchase of barbiturates and 
copies of prescriptions on which such drugs were dispensed, including notation 
of amounts dispensed upon refilling. 

8. Barbiturates should not be supplied to any person except on prescription 
or in the course of legal sale within the drug trade. 

All of these recommendations in either their original or a slightly varied form 
were incorporated into the Sanitary Code by the end of 1947. They are presently 
in force. 


LEGISLATION CONTROLLING BARBITURATES 


New York City: Prior to October 11, 1922 the Sanitary Code contained no 
specific provision concerning the sale of barbiturates. They were regulated by the 
provisions applicable to all other drugs. These regulations included: 

1. Registration with the New York City Department of Health of non- 
prescriptive proprietary and patent medicines; 

2. Provisions against misbranding, imitation and substitution; against false 
and misleading statements; and against failure to disclose alcohol, narcotics, chloro- 
form, chloral hydrate and acetanilid; 

3. Prohibition against dispensing a prescription, decoction and medication 
under false or misleading name, direction or pretense. 

In 1922 the Board of Health adopted Section 126 of the Sanitary Code which 
was entitled ‘“Veronal, etc. sale regulated."’ This section forbade the sale at retail, 
except upon written prescription, of veronal, veronal sodium, luminal, and luminal 
sodium, together with sulphonal, tuinal, and tetranol. Additionally, these sub- 
stances were designated by chemical name, and provision was made that the section 
apply to these drugs by whatever name called or known. 

In 1940 the Sanitary Code was amended by Section 116 on prohibition of 
manufacture and sale of adulterated and misbranded drugs which incorporated 
the provisions of Section 502 of the U. S. Food, Drug and Cosmetic Act of 1938. 
This section applied to all drugs. 

In the same year the Sanitary Code was further amended by Section 118 which 
regulated more fully the sale of barbiturates in New York City. Barbiturates were 
included among the drugs which could not be dispensed without a written prescrip- 
tion, and this prescription could not be refilled if it bore an indication to that effect. 

The 1945 recommendations of the Committee on Public Health were for the 
most part adopted by the Board of Health in 1947 as amendments Section 118 b, 
c, d, and ¢ to the Sanitary Code. Differences from the recommendations were: The 
life of the original prescription was reduced to three months, The recommendation 
requiring physicians to keep records of barbiturates dispensed was not adopted. 
Instead, labeling of the container by the physician dispensing barbiturates was 
specified. The provision allowing for filling of a telephone prescription for 
barbiturates did not appear in the amendments of 1947 but was adopted in 1948. 

New York State: There was no specific legislation on barbiturates or other 
hypnotic or somnifacient drugs prior to 1939. In that year the Education Law was 
amended by addition of Section 1360a entitled ‘Hypnotic and Somnifacient Drugs” 


Bull. N. Y. Acad. Med. 


REPORT ON BARBITURATES 


475 


which by definition included barbiturates. The basic requirement was a written 
prescription. Later in 1939 Article 51 regulating the practice of pharmacy was 
completely revised to incorporate the provisions of the Federal Food, Drug and 
Cosmetic Act of 1938 with respect to drugs and cosmetics. During this revision 
Section 1360a was repealed. No specific legislation on barbiturates was again 
introduced into the Education Law until 1945. 

In 1945 a new section 1366a entitled ‘‘Hypnotic and Somnifacient Drugs” was 
introduced into the Education Law. By definition this section again included 
barbiturates and in the main duplicated section 1360a of the 1939 law. The basic 
requirement was a written prescription. In 1946 section 1366a was newly entitled 
“Barbiturate and Other Hypnotic and Somnifacient Drugs” and was expanded 
to essentially its present form. In 1947 following a new revision of the Education 
Law, section 1366a was renumbered to section 6814. Minor changes were made 
in the phraseology of the section; and numbering of the subsections was 
standardized. 

Section 6814 has continued to the present without change. It is dissimilar to the 
Committee's recommendations in several respects: 

1. It permits a prescription for barbiturates to be refilled unless it bears a 
direction to the contrary. If the prescriber fails to specify “not to be refilled” or an 
indication of the refillable time period, then the prescription may be refilled during 
a period of not more than six months. Furthermore, the prescription shall not be 
refilled prior to the end of the period for which the medication should last. 

2. It carries no provision for the physician to dispense barbiturates directly 
to the patient. 

3. It contains no provision requiring the pharmacist to keep records of bills 
for purchase of barbiturates; and 

4. It does not require manufacturers, wholesalers, and jobbers to maintain 
a record of amounts of barbiturates received, distributed or sold. 

Section 1747b of the Penal Law of New York State entitled ‘Sale or Possession 
of Barbiturate Drugs or Preparations’’ carries a penalty for unauthorized sale or 
possession of barbiturate drugs or preparations. 

Other States: The Drafting Committee of the Council of State Governments 
drafted a model bill entitled “Hypnotic or Somnifacient (sleep-producing) Drugs 
Act” which appeared in its report on Suggested State Legislation Program For 1955. 
The Council is the research and law writing agency of the Conference of State 
Governors which is held annually to consider methods of achieving greater economy 
and efficiency in State government. This model law is similar to the recommenda- 
tions by the Committee on Public Health except in the following particulars: 
Although it requires that refilling of a prescription must be specifically authorized, 
it does not specify a minimum interval between renewals, the total number of 
renewals, and the expiration date of the prescription. On the other hand, it includes 
a section on penalties. One of the provisions in the model law is similar to that 
recommendation of the Committee on Public Health which was not adopted in the 
Sanitary Code; namely, the physician must maintain records of barbiturates dis- 
tributed by him. 

In response to a questionnaire on the model law, the Council heard from 
34 out of 48 states. Alabama, California, lowa, Maine, New Jersey, North Carolina, 
South Carolina, Texas and Wisconsin indicated that legislation substantially similar 
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to the draft of the model law was approved in each state prior to 1955. Indiana, 
Massachusetts, Montana, Nebraska and Rhode Island have indicated that legislation 
substantially similar to the model act was passed during the 1955 legislative 
sessions. 

Federal: Federal control over the sale of barbiturates is exercised by the U.S. 
Food and Drug Administration through application of the misbranded drug and 
device provisions of the Federal Food, Drug and Cosmetic Act of 1938, Sections 
502 and “03. Prior to 1951 Food and Drug Administration prosecutions for the 
sale of barbiturates without prescription rested on the charge of misbranding 
under Section 502 which specified ten types. 

Of these the following four covered in Section 502 (b), (d), (e), and (f) 
should be especially considered: A drug and device in packaged form shall be 
deemed to be misbranded 

1. Unless it bears a label containing the name and place of business of the 
manufacturer, packer, or distributor; and an accurate statement of the quantity 
of the contents. 

2. Unless the label on a narcotic or hypnotic substance bears its name and 
quantity; and the statement ‘“Warning—May be habit forming.’ By the terms of 
the section barbiturates are defined as habit forming. 

3. If it is not designated solely by a name recognized in an official compendium, 
unless its label bears the common or usual name of the drug or each active in- 
gredient, including the quantity or proportion of substances specified in the sub- 
section. 

4. Unless its labeling bears adequate directions for use and such adequate 
warnings against use in instances where it may be unsafe. Under the accompanying 
regulation of this fourth provision, shipment or delivery of prescription drugs, 
including barbiturates, were exempted if the label contained the statement ‘Caution: 
Federal law prohibits dispensing without prescription.” 

Section 503 (b) of the Federal Drug and Cosmetic Act of 1938 provided 
that drugs dispensed on prescription were exempt from the first and third labeling 
requirements. This section further provided that if the prescription was marked 
non-refillable or refill was prohibited by law, the drug dispensed was exempt from 
the requirements that the label carry the name and quantity of narcotic or hypnotic 
substance, and the statement ‘“Warning—May be habit forming.” 

In 1951 Section 503 (b) was amended by the so-called Durham-Humphrey 
Act which replaced the previous provisions of that section. This new section pro- 
vides essentially that: 

1. A drug intended for use by man which 

(A) is a habit-forming drug to which Section 502 (d) applies [narcotic 
and hypnotic substances}; or 

(B) because of its toxicity or other potentiality for harmful effect, is not 
safe for use except under supervision of a practitioner licensed by law 
to administer such a drug; or 

(C) is a new drug limited to use under the professional supervision of a 
practitioner licensed by law to administer such a drug, shall be dispensed 
only: 

(i) upon a written prescription, or 
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(ii) upon an oral prescription reduced promptly to writing and filed 
by the pharmacist, or 
(iii) by refilling any written or oral prescription if the refilling is author- 
ized by the prescriber either in the original prescription or by oral order 
which is reduced promptly to writing and filed by the pharmacist. 
A drug dispensed contrary to above provisions shall be deemed misbranded. 
2. Any drug dispensed by filling or refilling a written or oral prescription 
of a practitioner licensed by law to administer such drug shall be exempt 
from misbranding as specified in Section 502, except as to false and mis- 
leading labeling, imitation of another drug, substitution, and packaging 
requirements, if the drug bears a label containing the name and address of 
the dispenser, the serial number and date of the prescription or of its filling, 
the name of the prescriber, the name of the patient, the directions for use, 
and any cautionary statements contained in the prescription. 

3. The administrator may by regulation exempt habit forming drugs and new 
drugs from prescription requirements, when these are not necessary for the 
protection of public health. 

4. A drug which is subject to the prescription requirement shall be deemed 
to be misbranded if at any time prior to dispensing its label fails to bear 
the statement: “Caution: Federal law prohibits dispensing without prescrip- 
tion.’’ A drug not subject to prescription shall be deemed to be misbranded 
if at any time prior to dispensing its label bears the caution statement. 

The U.S. Food and Drug Administration now uses Section 503 (b) 1) in 
prosecuting violative sales of prescription drugs, including sales of barbiturates. 
It has been noted that the statement ‘““Warning—May be habit forming” was 
formerly required on labels for both stock and dispensing containers of barbiturates 
except when the prescription was marked non-refillable or its refilling was prohib- 
ited by law. Under revised Section 503 (b), as provided in the Durham-Humphrey 
Act, barbiturates dispensed on legal prescription do not require the statement 
“Warning—May be habit forming” on the label of the dispensing container. 

It will be noted that the Federal law, while placing barbiturates on the prescrip- 
tion list, controls their manufacture and distribution by specifications of misbranding. 
Except for the requirement of a prescription, this approach is separate and distinct 
from that recommended by the Committee on Public Health. Even in the require- 
ment for a prescription, there is no restriction on refilling, such as the minimum 
interval, number of refillings, and life of the prescription. 

When the Durham-Humphrey Act went into effect in 1952, pharmaceutical 
associations and pharmacy boards in eleven states decided that the laws in their 
states which control the sale of drugs should be amended to bring them into 
conformity with the Federal statute. This action was proposed in order to eliminate 
the confusion to which druggists were subjected in operating under two conflicting 
statutes. The laws of these states were in conflict with the Federal Durham- 
Humphrey Act on one or both of two points: prohibition against refilling of bar- 
biturate prescriptions, and against filling telephoned prescriptions, both of which 
are permitted under the Durham-Humphrey Act. 

Whenever State and Federal laws conflict, the stricter law prevails. Unaware 
of this, some pharmacists have thought that because the Federal law permits 
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the refilling of barbiturate prescriptions and the filling of telephoned barbiturate 
prescriptions, such practices are proper even though the state law bans them. 
Harmonizing of the laws would end this confusion. In twenty states no amendment 
was needed to bring their laws into conformity with the Durham-Humphrey Act. 
Furthermore, the model state law on barbiturates does not conflict with Federal 
regulations. 


DIsCUSSION AND CONCLUSIONS 


It is clear that the incidence of both fatal and non-fatal barbiturate poisoning 
is of such a magnitude that it constitutes a problem in public health. Because it 
includes poisonings both under accidental circumstances and from suicidal attempt, 
any plan for reduction must take cognizance of these two separate aspects. It is 
further evident that the rate of incidence is very much higher in New York City 
than in the United States. 

As a solution to the barbiturate problem there has been a loud demand for 
Federal supervision, variously expressed as stiffer Federal laws, tighter Federal 
control over distribution, Federal regulations similar to those for narcotics. But both 
commercially and pharmacologically, barbiturates are dissimilar to narcotics. It 
should be remembered that narcotics come from a foreign source and that the 
basis of control is a revenue measure. In contrast, the barbiturates are domestically 
produced, and the Model Act now in effect in some states and proposed for all 
is much stricter; in fact, it could not with reason be much more strict. Certainly 
the Harrison Act for narcotics is not appropriate for or applicable to barbiturates. 
If what is wanted is more restrictive Federal legislation because of seeming legal 
inadequacy in some states, the Model Act for states should be carefully studied 
before clamoring for a Federal panacea. 

Another form of demand for Federal regulation is that the Narcotics Bureau 
be given enough money and personnel to carry out a program to control the manu- 
facture, distribution and sale of barbiturates. To place this responsibility on a 
Bureau that is already overburdened with the gigantic task of coping with illicit 
narcotic traffic would add an additional handicap that would indeed be formidable. 
It is asserted that the Narcotics Bureau is most inadequately supported for its 
present work. Here again the present status of enforcement of existing state and 
city laws and the possibilities for the future might well be explored before turning 
the responsibility too quickly over to a Federal Bureau. 

It is the opinion of the Committee that the model law for states to control 
barbiturates, which is patterned after its recommendations of 1945, is a highly 
effective legislative measure containing adequately restrictive provisions. The fault 
lies not in the terms of this law; indeed, it is much more restrictive and in its 
approach is capable of exerting much more control than are the existing Federal 
statutes. 

Rather, the present inadequacies in controlling barbiturates are of another 
kind. They are four in number: First, the model law has not been adopted by all; 
indeed, not by a majority of the states. This is not just a matter of gross negligence 
or apathy. It takes time to achieve legislative remedies for social problems. But 
before judging the adequacy of the model law and the capability of the states to 
control barbiturates through it, it would seem reasonable that the law be on the 
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books. How can effective control be expected when only thirteen states have adopted 
the measure? How can New York City enforce its model regulations to greatest 
effect, assuming that it had sufficient personnel, when the rest of New York State 
and some of the adjoining states are exempt? In view of the demonstrated magni- 
tude of barbiturate poisoning in New York City, the blocking of these loopholes 
is important. Because of the apparent concentration of the barbiturate problem in 
urban areas, large cities with home rule in the various states should also have laws 
patterned after the model act. 

Secondly, in those states which have accepted the model law, it has been 
so recently adopted that its enforcement has in all probability not reached the 
level that might be hoped for. But time is not the only reason. Even in New York 
City with its highly restrictive regulations in effect since 1947, it would require 
considerable temerity to argue that enforcement has been exemplary. Nor should 
the Health Department be criticized or censured. To examine properly the records 
of manufacturers, wholesalers, jobbers and pharmacists requires an adequate staff 
of inspectors. For this the Department has never had the necessary number of 
personnel. It has only twenty pharmacy inspectors, burdened with many other 
duties, to patrol four thousand retail pharmacies and 500 jobbers, wholesalers, and 
packagers. It is absurd to demand more stringent laws when there is so little 
provision for enforcement of sufficiently strong existing measures in the Sanitary 
Code of New York City. More laws will not compensate for an insufficient number 
of inspectors. 

Nor would a vast force be required. A reasonable number of inspectors engaged 
full time and regularly in auditing the records of pharmacies, wholesalers and job- 
bers might soon instil honesty among all transactors, particularly if the element 
of surprise was utilized. By much the same system bank examiners have exercised 
a salutary influence. The problem of barbiturate poisoning in New York City has 
been shown to be proportionately much greater than it is in the nation. Therefore, 
if the situation in New York City were improved, it would go far toward reducing 
the national incidence of barbiturate poisoning. 

It is believed that the misuse of barbiturates is concentrated in urban areas, 
particularly large cities; accordingly it follows that enforcement efforts should be 
concentrated there. For that a Federal Bureau is not needed. 

Thirdly, ignorance and a casual attitude have been the prevailing atmosphere 
surrounding barbiturates. The public has been unaware that this valuable family 
of hypnotics, like almost all other medication, is not without its dangers when 
misused. Those who know the risk of misuse, the physician and the pharmacist, 
have apparently not adequately informed or sufficiently impressed the patients 
about it. 

Even after studying the figures on prevalence of use and misuse of barbiturates, 
the source of supply, and the legislative controls, the Committee is convinced that 
it has not yet come to the core of the situation. Why is there widespread use and 
misuse of barbiturate-containing sedatives and sleeping pills? There must be a 
reason. That widespread practice must be symptomatic of an underlying condition. 
The Committee can only come to the conclusion that there exists all too much 
unrest, anxiety, and tension in the public. 

Under these circumstances, such a radical step as prohibiting the use of the 
therapeutically valuable barbiturates on the grounds that it would remove a means 
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of self-destruction would not be a sensible action or a sure corrective. With equal 
reason it might be argued that all high bridges and buildings should be razed, and 
all gas lines should be disconnected. True, it is an imperative duty to throw every 
reasonable safeguard around the use of barbiturates. Nevertheless, that is not a 
true remedy which will bring effective and permanent relief. At best it is treating 
the symptoms of a disease, not its cause. Now perforce it is the main recourse. 

But there must also be a more fundamental approach to the solution. What is 
needed is a means of preventing the prevalent unrest and anxiety. For that it is 
necessary to have knowledge about the causes of the emotional manifestations 
that so abound in society. Furthermore, effective prevention of suicide can come 
only through an understanding of the factors that bring about a morbid state 
that leads to a desire for self-destruction. Knowledge on these points can only 
come through research. Until recently the amount expended for research on mental 
and emotional disorders was so infinitesimally minute as to be insignificant. Even 
now the manpower and funds for investigations in this area are so limited in 
comparison with the transcendent importance of the subject as to make the need 
a clarion challenge. 

In sum, the Committee concludes that available model legislation is adequately 
restrictive, but it has not been widely enough adopted; where it has been put into 
effect, it has not been enforced. Moreover, such widespread usage of barbiturates 
can only indicate extensive unrest, anxiety, and tension in the people. The methods 
to prevent this situation are still unknown. Finally, the public's knowledge 
and the general attitude about barbiturates do not now appear to be conducive 
to a more temperate and reasonable use of barbiturates. 


RECOMMENDATIONS 


As rational steps toward stopping the misuse of barbiturates and especially 
reducing the present high rate of incidence of barbiturate poisoning, the Com- 
mittee on Public Health offers the following recommendations: 


1. The model law controlling the manufacture and distribution of barbiturates 
should be adopted by all the states. Large cities with home rule should also have 
laws patterned after this act. 

2. A realistic effort toward enforcement of the model law when enacted is 
an essential step. An adequate staff of inspectors to examine records should be 
organized. Efforts at enforcement should be concentrated on the large cities, where 
the rates of incidence of barbiturate poisoning are highest. 

3. An educational campaign should be conducted by health departments, and 
medical and pharmaceutical societies to remind their members of their responsi- 
bility of acquainting patients with the dangers of misuse of barbiturates. At the 
same time there should be a campaign, using all media, to inform the public of 
the risks attached to the misuse of barbiturates. 


4. Above all, it is highly desirable that adequate funds should be provided 
to support research on the causes of unrest, anxiety, and tension that are so prevalent 
among the population and are the basis for such great use and misuse of barbiturates. 
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NOTICE 


Announcement is made of the appointment of Miss Gertrude L. 
Annan as Librarian of The New York Academy of Medicine as of May 
1, 1956, succeeding Miss Janet Doe who is retiring. Miss Annan has been 
Assistant Librarian for the past three years and previous to that was, 
for many years, Curator of the Rare Book Room of the Academy 
Library. Miss Annan has been Chairman of the Publication Committee 
of the Medical Library Association and brings to her position many 
years of work in library practice and in library administration. 


Miss Doe is retiring from her position as Librarian after thirty years 
of devoted, loyal and extraordinarily competent service to The New 
York Academy of Medicine. The warmest best wishes of all the Fellows 
of the Academy and their friends and the users of the Library go with 
Miss Doe with the hope that she may have many years of relaxation 
and time to do the numerous things which the day-to-day demands of 
managing a large library have made impossible. 
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THE TWENTY-NINTH 
ANNUAL GRADUATE FORTNIGHT 


THE NEW YORK ACADEMY OF MEDICINE 


OCTOBER 15-26, 1956 


SELECTED SUBJECTS OF 
CURRENT SIGNIFICANCE 


The Committee on Medical Education of the Academy, in an effort to make 
the 1956 Graduate Fortnight of greater value to the practitioner, has departed 
from the program format of former years. Instead of a comprehensive devel- 
opment of a single subject, reports on five general topics of special current 
importance will be presented and the total number of Fortnight sessions will 
be reduced, The program will consist of a series of three lectures per session 
on five alternate evenings, and panel meetings and clinical pathological con- 
ferences on five alternate afternoons. In these presentations, the basic work 
and practical applications of recent advances in these subject areas will be 
evaluated and summarized. As heretofore a Scientific Exhibit will be on dis- 


play throughout the Fortnight. 


Registration for non-Fellows of the Academy, $10.00. 


(Continued on next page) 
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TWENTY-NINTH ANNUAL GRADUATE FORTNIGHT (Continued) 


1. GENERAL TOPICS 


Lecture Sessions—three half hour lectures per session, on five alternate 
evenings: 


1. The Place of Hypophysectomy and Adrenalectomy in the Manage- 
ment of Neoplastic and Metabolic Diseases 
New Drug Therapy in Psychiatry and Hypertension 


An Evaluation of the Present Status of Cardiac Surgery 


The Adrenal Cortical Steroids and their Analogues 


wn 


Poliomyelitis 


ll. PANEL MEETINGS AND CLINICAL-PATHOLOGICAL CONFERENCES 


To be held on five alternate afternoons: 


1. The Management of Disseminated Neoplastic Diseases (Panel) 
2. Malignant Hypertension (CPC) 

3. Surgical Management of Cardiovascular Disease (Panel) 

4. Thyroid-Pituitary-Adrenal Disease (CPC) 

5. Therapy of Infections (Tbe, Rickettsial, Staphylococci) (Panel) 


COMPLETE PROGRAM TO BE ANNOUNCED LATER 


For registration or application for 
exhibit space, address: 


The Secretary, Graduate Fortnight 


THE NEW YorK ACADEMY OF MEDICINE 


2 East 103 Street : New York 29, N. Y. 
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POSTGRADUATE RADIO PROGRAMME OF 
THE NEW YORK ACADEMY OF MEDICINE 


arranged by THE COMMITTEE ON MEDICAL INFORMATION 
in cooperation with THE COMMITTEE ON MEDICAL EDUCATION 
and the GRADUATE MEDICAL FACULTY of THE NEW YORK ACADEMY OF MEDICINE 


THURSDAYS — 9:00 P.M. — 10:00 P.M. Station WNYC-FM — 93.9 megs. 


June 7 THE ECOLOGY OF HEALTH—Marston Bates, Professor of Zoology, 
University of Michigan, Ann Arbor, Michigan. 


June 14 THE VALUE AND SCOPE OF ROUTINE ANNUAL PHYSICAL 
EXAMINATIONS (panel)—Edward P. Childs, moderator, Attending 
Physician and Cardiologist, St. Luke’s Hospital, New York; with Emer- 


son Day, Norman Plummer and Paul B. Sheldon. 


June 21 TOXIC EFFECTS OF THERAPEUTIC AGENTS (panel) — Paul 
Reznikoff, Professor of Clinical Medicine, Cornell University Medical 
College, New York, with Harry M. Rose, Marvin Stern and Louis 
R. Wasserman. 


June 28 CULTURAL MENTALITIES AND MEDICAL SCIENCE—F. S. C. 
Northrop, Ph.D., Sterling Professor of Philosophy and Law, Yale Law 


School, New Haven, Conn. 
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IMPORTANT RESEARCH CONTRIBUTION 


Searle Introduces: 


A Practical New Steroid 
for Protein Anabolism 


Nilevar* 


(BRAND OF NORETHANDROLONE) 


PROTEOGENIC EFFECTIVENESS +» The newest Searle Research 
development, Nilevar, exerts a potent force in protein anabo- 
lism. Yet it is without appreciable androgenic effect (approxi- 
mately one-sixteenth of that exerted by the androgens). 

Investigations with Nilevar show that nitrogen, potassium 
and phosphorus are retained in ratios indicating protein anab- 
olism. Nilevar is thus the first steroid which is primarily ana- 
bolic and which provides a practical means of meeting the 
numerous demands for protein synthesis. 


NILEVAR IS ORALLY EFFECTIVE + Clinical response to Nilevar 
is characterized not only by protein anabolism but also by an 
increase in appetite and an improved sense of well-being. 


SAFETY AND PRECAUTIONS + Nilevar has an extremely low 
toxicity. Laboratory animals fail to show toxic effects after 
six months of continuous administration of high dosages. 
Nilevar should not be administered to patients with prostatic 
carcinoma. Nausea or edema may be encountered infrequently. 


DOSAGE + The daily adu/t dose is three to five Nilevar tablets 
(30 to 50 mg.) but up to 100 mg. may be administered. For 
children the daily dose is 1 to 1.5 mg. per kilogram of body 
weight. Individual dosages depend on need and response to 
therapy. Nilevar is available in 10 mg. tablets. G. D. Searle & 
Co., Research in the Service of Medicine. 


INDICATIONS: 


Nilevar is indicated in the vast 
area of surgical, traumatic and 
disease states in which protein 
anabolism is desirable for has- 
tening recovery. The specific 
indications are: 


1. Preparation for elective sur- 
gery. 


2. Recovery from surgery. 


3. Recovery from illness: pneu- 


monia, poliomyelitis and the 
like. 


4. Recovery from severe 
trauma or burns. 


5. Nutritional care in wasting 
diseases such as carcinoma- 
tosis and tuberculosis. 


6. Domiciliary care of decubi- 
tus ulcers. 


7. Care of premature infants. 


*Trademark of G. D. Searle & Co. 
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in the treatment of 


Tetracycline Lederle 


infections in surgery 


The prevention and control of cellulitis, abscess for- 
mation, and generalized sepsis has become common- 
place technique in surgery since ACHROMYCIN has 
been available. Leading investigators have docu- 
mented such findings in the literature. 


For example, Albertson and Trout' have reported 
successful results with tetracycline (ACHROMYCIN) in 
diverticulitis, gangrene of the gall bladder, tubo- 
ovarian abscess, and retropharyngeal abscess. 
Prigot and his associates’ used tetracycline in suc- 
cessfully treating patients with subcutaneous ab- 
scesses, cellulitis, carbuncles, infected lacerations, 
and other conditions. 


As a prophylactic and as a therapeutic, ACHROMYCIN 
has shown its great worth to surgeons, as well as to 
internists, obstetricians, and physicians in every 
branch of medicine. This modern antibiotic offers 
rapid diffusion and penetration, quick development 
of effective blood levels, prompt control over a wide 
range of organisms, minimal side effects. There are 
21 dosage forms to suit every need, every patient, 
including 


ACHROMYCIN SF 


ACHROMYCIN With STRESS FORMULA VITAMINS. Broad- 
range antibiotic action to fight infection; important 
vitamins to help speed normal recovery. In dry-filled, 
sealed capsules for rapid and complete absorption, 
elimination of aftertaste. 


filled sealed capsules 


‘Albertson, H. A. and Trout, H. H., Jr.; Antibiotics Annual 1954-55, 
Medical Encyclopedia, Inc., New York, N. Y., 1955, pp. 599-602 


*Prigot, A.; Whitaker, J. C.; Shidlovsky, B. A., and Marmell, M. 
ibid, pp. 603-607. 


LEDERLE LABORATORIES DIVISION 


AMERICAN CYANAMID COMPANY 


PEARL RIVER, NEW YORK 


REG. U.S. PAT. OFF 
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EVERY WOMAN 
WHO SUFFERS 
IN THE 
MENOPAUSE 
DESERVES 


“PREMARIN: 


widely used 
natural, oral 


estrogen 


AYERST LABORATORIES 
New York, N.Y. © Montreal, Canada 
5645 


SATISFACTION GUARANTEED 


Specialists in Plastic and Glass 
Artificial Human Eyes Exclusively 


Referred Cases Carefully Attended 


FRIED & KOHLER, Inc. 


665 FIFTH AVENUE near 53rd Street 
NEW YORK, N. Y. Tel. Eldorado 5-1970 


Counter-Acts 


ANTI-BIOTIC 
REACTIONS 


. ».. KALAK is a non- 
laxative, alkaline diuretic i| 
buffer—side reactions 
«from aureomycin — terra- 
mycin -~- sulfas — penicillin 
are reduced through the 
use of KALAK — KALAK 
contains only those salts NORMALLY 
present in plasma. . . . IT IS BASIC! 


KALAK WATER CO. 
of NEW YORK, Inc. 
90 West St., New York 6, N. Y. 


For acidosis due te nausea — in nephritis 


@ i 
“kolab 


BACTERICIDAL * FUNGICIDAL * ANALGESIC * HYGROSCOPIC 


JUNE 1956 XVIII et 
j 
New Effectiveness 3 © 
Otamylon is a clear. odorless, sterile, viscid liquid containing 
pathogens. Through its local a ic and hygroscopic effect, 
‘Manner of Use: After gently cleansing ard drying g the ear 
of mofende | Supplied: Bottles of 15. 
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Herald Square, N. Y. 


Porkchester, Bronx Prd, Jamaica, Queens 


White Ploins, N. Y. Flatbush, Brooklyn 


MACY'S PRESCRIPTION DEPARTMENT 


Macy’s respects professional ethics. We carefully avoid dis- 
cussing your prescription, either its ingredients or its use, with your 
patient. You can be assured that all your prescriptions are accurately 
compounded exactly as you write them. And all our preparations, 
made from the finest ingredients obtainable, are carefully checked 
by our supervising pharmacists. 


No wonder so many physicians prefer Macy's Prescription Department. 


PLASTIC AND GLASS EYES 


PROTEIN-BOUND IODINE | 
TOTAL IODINE | 
PAPER ELECTROPHORESIS | 
CATECHOL-AMINES $ | 
STEROID CHEMISTRY | 


CLINICAL CHEMISTRY 


BOSTON MEDICAL 
LABORATORY 


Directors 


MAGER 
JOSEPH BENOTTI NORBERT BENOTTI | GOUGEL M AN, Inc. 


4 
Medical Director 4 | 
FRANCESCA M. RACIOPPI, M.D. ‘ | OVER A CENTURY OF SERVICE °* 1851-1956 
| 
| 


PRIVATE FITTINGS 
@ PERSONAL ATTENTION 
@ EXPERIENCE & SKILL 


19 Bay State Road 
Boston 15, Mass. 


KEnmore 6-0348 — 0533 


510 MADISON AVE., N. Y. 22 
PROMPT SERVICE | 


Telephone Plaza 5-3756 


‘ 
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MUSCLE-RELAXING ACTION ; 


MEPROBAMATE (2-methyl-2-n-propyl-1,3-propanedio! dicarbamate) 


LICENSED UNDER U.S. PATENT NO. 2,724,720 


For significant relief in myositis, osteoarthritis, backstrain, and 
related conditions marked by: 

@ Muscle spasm © Stiffness and tenderness 

®@ Restriction of motion © Pain 


As a superior muscle-relaxant, EQUANIL offers 
predictable action and full effectiveness on 
oral administration. It does not disturb auto- 
nomic function and is relatively free from 
gastric and other significant side-effects. Its 
anti-anxiety property provides important cor- 
relative value. 
Usual dosage: 1 tablet t.id. The dose may be ad- ‘ 
justed either up or down, according ‘ 


to the clinical response of the patient. } 
Supplied: Tablets, 400 mg., bottles of 50. 


anti-anxiety factor sg 
with muscle-relaxing action 
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the first thought for pain relief 
Prescribe 1/20 gr. DILAUDID HCI Tablets or Ampules for Prompt Relief of Pain 
e Pain relief without hypnosis 
* Smooth, quick action 


e Minimum of side effects 


e An opiate, may be habit forming 


*Dilaudid is subject to Federal narcotic regulations. 
Dilaudid®, brand of Dihydromorphinone, a product of E. Bilhuber, Inc. 


BILHUBER-KNOLL CORP. distributor New 


CHARLES TOWNS HOSPITAL 


Complete Treatment at predetermined 
cost. Privacy of patient is assured— 
FOR THE TREATMENT OF ALCOHOLISM if desired. 


Literature on Request 


NARCOTIC AND BARBITURATE 


Edward B. Towns, Director 
ADDICTIONS EXCLUSIVELY 293 Central Park West, N. Y. 24, N. Y. 
SChuyler 4-0770 


Member American Hospital Association 


THIASTIGMINE: 


EFFECTIVE THERAPY FOR PROMPT RELIEF IN THE TREATMENT OF 


NEURITIS NEURALGIAS HERPES ZOSTER 


For Intramuscular Use 


CONTAINS 

Thiamine Hydrochloride—0.100 Atropine Sulfate—0.0002 
Neostigmine Methylsulfate—0.0005 
in a Stabilized Aqueous solution 


SUPPLIED 
KIRK No. 339 10 cc. multiple dose rubber capped vial. 
KIRK No. 347 1 cc. ampul in boxes of 12 and 25. 


Cc. F. KIRK LABORATORIES, NEW YORK 11, U. S. A. 


Reprints available — Dept. TH 
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Relax 


the nervous, 


tense, 


emotionally unstable: 


Res erp 


TRADEMARK FOR THE UPLOHN BRAND OF RESERPINE 


Each tablet contains: 


Reserpine .. 


The elixir contains: 
Reserpine O25 
per 5 ce. teaspoonful 
Supplied: 
Scored tablets 
0.1 and 0.25 mg. in bottles of 
100 and 500 
1.0 and 4.0 mg. in bottles of 100 
Elixir in pint bottles 
The Upjohn Company, Kalamazoo, Michigan 


Upjohn 
| 
om, } 
.......- 
or 0.25 mg. es 
or 1.0 mg. 
or 4.0 mg. 
4 
Ac 0.25 mg. 


peach-colored, newest 


} liquid form of the 

established broad- 

i spectrum antibiotic... 

| TERRAMYCIN®t 

| Hy 125 mg. per 5 ee. 

} teaspoonful; 

specially homogenized 

it for rapid absorption; 
bottles of 2 fl. oz. 

| | and 1 pint, packaged 


ready to use. 


Peaches provide the 
new taste 


HOMOGENIZED MIXTURE 


PFIZER LABORATORIES, Division, Chas. Pfizer & Co., Inc., Brooklyn 6, N. Y. (Pfizer) 
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BRAND OF OXYTETRACYCLIN ee 


Personalize Arthritis Therapy 


with Steroids plus BUFFERIN’ 


Exploit fully the use of salicylates in arthri- 
tis—give steroids in minimal doses—combine 
salicylates with corticosteroids for additive 
antiarthritic effect —this is the program 
Spies! advocates in a recent article in the 
Journal of the American Medical Associa- 
tion. 

Treatment of rheumatoid arthritis de- 
mands a “highly individualized program,” 
Spies! writes. The additive action of salicy- 
lates permits use of smaller amounts of hor- 

nones, thus lessening or eliminating their 
well-known side effects. ““A proper mixture 
of salicylates and corticosteroids produces an 
effective antirheumaticagent in many cases.””! 

Suit your treatment to your individual 


BRISTOL-MYERS CoO., 19 West 50 Street, New York 


arthritic patient. Use the hormone you pre- 
fer, in the dosage you think best, but for 
better results combine it with BUFFERIN, the 
salicylate proved to be better tolerated by 
arthritics.2 

BUFFERIN contains no sodium, a marked 
advantage when cardiorenal complications 
make a salt-restricted diet necessary. 

Each BurFFERIN tablet contains 5 grains 
of acetylsalicylic acid 
and the antacids mag- 
nesium carbonate and 
aluminum glycinate. 


REFERENCES: 
1. J.A.M.A. 159: 645 (Oct. 15) 1955. 
2. J.A.M.A, 158: 386 (June 4) 1955. 
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Methamphetamine Hydrochloride 


Oral administration of ‘Methedrine’ gives the obese 
patient a ‘‘brake’’ on his appetite— helps him overcome 
the urge to eat excessively. ‘Methedrine’ elevates the 
mood and imparts a sense of well-being while the anti- 
obesity regimen is being pursued. 

brand Methamphetamine Hydrochloride 

5 mg. Compressed, scored. Bottles of 100 and 1,000. 


& BURROUGHS WELLCOME & CO. (U.S.A) INC., Tuckahoe 7, New York 
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Plimasin 


(tripelennamine hydrochloride and methyl- 
phenidylacetate hydrochloride CIBA) 


your allergy patients need a litt 


What with sneezing, wheezing and scratching, being 
allergic is fatiguing business. As a result your 
hypersensitive patients suffer from emotional de- 
pression in addition to their allergic symptoms. 


Now, with Plimasin, you can give these patients a 
lift—and obviate sedative side effects. Plimasin is a 
combination of a proved antihistamine and Ritalin 
—a new, mild psychomotor stimulant. Plimasin not 
only relieves the symptoms of allergy but counter- 
acts depression as well. 


Dosage: 1 or 2 tablets every 4 to 6 hours if necessary. 


Tablets (light blue, coated), each containing 25 mg. Pyriben- 
zamine® hydrochloride (tripelennamine hydrochloride 
CIBA) and 5 mg. Ritalin® hydrochloride (methyl-pheni- 
dylacetate hydrochloride CIBA) 


CIBA 


SUMMIT, N.J. 2/2267 
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Dosage: 1 tablet 
b.i.d. or t.i.d., 
adjusted to the 
individual. 


CIBA 


SUMMIT, N. J. 


Serpasil Ritalin Serpatilin 
tranquilizer psychomotor emotional 
stimulant stabilizer 


To induce emotional equilibrium in those who swing from anxiety 
to depression, Serpatilin combines the relaxing, tranquilizing action 
of Serpasil with the mild mood-lifting effect of the new cortical 
stimulant, Ritalin. In recent months, numerous clinical studies have 
indicated the value of combining these agents for the treatment of 
various disorders marked by tension, nervousness, anxiety, apathy, 
irritability and depression. Arnoff,' in a study of 51 patients, found 
the combination of definite value in a variety of complaints, noting 
no effect on blood pressure or heart rate. Lazarte and Petersen’ also 
found Serpatilin effective in counteracting the side effects of re- 
serpine and chlorpromazine. They reported: “The stimulating effect 
of Ritalin seemed complementary to the action of reserpine ... in 
that it brought forth a better quality of increased psychomotor 
activity.” 

1. Arnoff, B.: Personal communication. 2. Lazarte, J. A., and Petersen, M.C.: Personal 
communication. 

Serpatilin Tablets, 0.1 mg./10 mg., each containing 0.1 mg. Serpasil® (reserpine CIBA) 
and 10 mg. Ritalin® hydrochloride (methyl-phenidylacetate hydrochloride CIBA). 


(reserpine and methyl-phenidylacetate hydrochloride CIBA) 
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Comparison the effect of Raudixin (tranguilizer) and a 
barbiturdte (sedative) on the cortical electroencephalogram 


After Raudixin. €. E.G, not altered. 


Because barbiturates and other sedatives depress the cerebral cor- 
tex, the sedation achieved is accompanied by a reduction in mental 
alertness. 


Raudixin acts in the area of the midbrain and diencephalon, and 
does not depress the cerebral cortex. Consequently, the tranquiliz- 
ing (ataractic) effect achieved is generally free of loss of alertness. 


RAUDIXIN 


Squibb Whole Root Rauwoifia Serpentina 


DOSAGE: 100 mg. b.i.d. initially; may be adjusted within a range of 50 
mg. to 500 mg. daily. Most patients can be adequately maintained on 
100 mg. to 200 mg. per day. 


. SUPPLY: 50 mg. and 100 mg. tablets; bottles of 100, 1000 and 5000. 


SQuiss ap Squibb Quality —the Priceless Ingredient seavooun’® & SQUIB TRADEMARK 
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of child psychiatry, casework, 


clinical psychology, and group therapy 


LIPPMAN 
TREATMENT OF THE CHILD 
IN EMOTIONAL CONFLICT 


By HYMAN S. LIPPMAN, M.D. 


Director, Amherst H. Wilder Child Guidance Clinic, St. Paul; Clinical Professor, 
Department of Psychiatry and Department of Pediatrics, University of Minnesota 
Medical School; Professor of Social Work, School of Social Work, University of 
Minnesota, Minneapolis; former member of the Vienna Psychoanalytic Institute. 
Trained in child analysis under the personal supervision of Anna Freud. 


The book is based on the author’s 25 years’ experience at the Amherst H. Wilder Clinic, 
and reflects his warm, human and particular interest in problems of neurotic ilin 
character disturbances, and delinquency in children. Dr. Lippman has chosen the kinds o 
situations which are most disturbing to parents, produce the most serious problems in the 
child’s life adjustment, and cause the eatest amount of suffering in the child. He shows 
how these situations can respond toe therapeutic efforts, describing the different methods 
of treatment and different outcomes. He emphasizes methods of evaluating ego strengths 
and weaknesses; the use of dream analysis to grasp a child’s conscious and unconscious 
fantasies, fears, and conflicts; anxiety and methods for locating its source; and the signi- 
ficance of the parents’ unconscious role in affecting a child’s emotional adjustment. The 
noted analyst, Rebert Waelder, says of this book: “Dr. Lippman has digested a tremendous 
amount of material, and apart from the vast amount of psychoanalytic and psychiatric 
information that the book contains, no reader will remain untouched by the breath of a 
warm, yet mature, humanity.” 


—_— Other recent books on Wental Health 


Just Published! Just Published! 
Stevenson—MENTAL HEALTH Wheatley and Hallock—New 2nd 
PLANNING FOR SOCIAL Ed. HEALTH OBSERVATION 
ACTION OF SCHOOL CHILDREN 


By George 5. By George M. Wheatley, M.D. M.P.H. and 


Stevenson, K.D., Sc.D. “There 
is more scientific knowledge and technique 
for dealing with mental iliness than is now 
being used.” This is the challenge Dr. Ste- 
venson presents. How we can use our cur- 
rent knowledge to a fuller extent and 
toward better results is set forth in this 
thorough and wide-range book. The 
of a mental health program—ways to find 
the mentally ill—the meed for classifying 
them—are laid down ag th« cornerstone of 
a dynamic, constructive mental health pro- 


Aldrich——-PSYCHIATRY FOR 
THE FAMILY PHYSICIAN 


By ©. Knight Aldrich, M.D. Written to meet 
the specific arising tn family 
tice, Dr. Aldrich emphasizes, in both diag- 
nosis and treatment, methods which the 
hysician can integrate into his approach 
o any patient. He avoids the s alized 
techniques of the psychiatrist. 
276 pages, ¢ =x 8..... 95.75 


DIVISION, McGRAW-HILL BOOK COMPANY, INC. 


Grace T. Hallock. The numerous changes 
and additions which make this new second 
edition up to date include: a revision of the 
Immunigation Timetable; a complete re- 
writing of the section on poliomyelitig and 
an evaluation of the results that may be 
expected from the Salk vaccine. 447 pages, 
x 9, 111 Mllustrations (16 in coler)....... 96.50 


Lemkau-—New 2nd Ed. MENTAL 
HYGiENE IN PUBLIC HEALTH 


By Paul V. Lemkau, M.D. A wealth of NEW 
information to enable the different profes- 
sions to work more closely together to pre- 
vent mental iliness and promote mental 
health. The boo discusses the technical 
procedures used in carrying out mental 
health programs, the relations between the 
various professions concerned, and the 
training and function of each. 

450 pages, x ®......... $8.00 
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